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Oral Insulin Substitutes 
J. A. L. Gilbert, M.D., F.R.C.P. (E), M.R.C.P. (Lond) 
F.R.C.P. (C.) Edmonton 


The use of the new oral insulin substitutes is 
the greatest advance in diabetic therapy since the 
introduction of insulin. At least one of these 
substances — tolbutamide — has recently been re- 
leased after long clinical trials and may now be 
purchased on a physician’s prescription. 

When a drug is introduced in the treatment of 
a specific condition for which there is already 
satisfactory therapy, it is well to compare the new 
drug in all its features with the older established 
therapy. It is pertinent, therefore, to review the 
present status of the new oral insulin substitutes, 
and to compare them with the time-proven insulin 
therapy. 

Since insulin was first used some thirty-five 
years ago, it has been the fervent hope of most 
diabetics and their medical attendants, that the 
day would come when the inconvenience and 
discomfort of the syringe and needle could be 
exchanged for a pill or two each morning. As yet 
for most diabetics, this era lies in the future. 

The idea of an oral insulin is not new. The 
history of diabetic therapy is strewn with attempts 
to administer insulin in various capsules and con- 
coctions, in the hope that it would be absorbed in 
an active form from the gut. To date the ali- 
mentary tract has defied all attempts to make it 
absorb the natural hormone insulin. There are 
probably several reasons for this, the most likely 
being that insulin is a protein and as such is 
digested in the alimentary tract in the same man- 
ner as milk or meat. 

With the realization that insulin could not be 
absorbed from the alimentary tract, attention was 
directed to other non-insulin substances, which 
when taken by mouth, had an insulin-like effect 
on the blood sugar. Several such compounds were 
tried, until it was realized their hypoglycaemic 
action was the result of a toxic effect on the liver. 
The best known of these substances was “syntha- 
lin,” which enjoyed a short popularity a few 
decades ago. 

Like so many of the great advances in medicine, 
the insulin-like action of the sulphonylureas was 
discovered somewhat by accident. An epidemic 
of typhoid fever occured in the South of France 
during the German occupation in 1942. At that 
time there was no true antibiotic therapy as we 
know it today. Penicillin was still in the experi- 


Presented at the 49th Annual Meeting of the Manitoba 
Medical Association, October, 1957. 


mental stage and the sulphonamide drugs were 
the only anti-bacterial agents that could safely be 
taken by mouth. Dr. Janbon and his colleagues 
at Montpelier treated a number of those suffering 
from typhoid fever with the sulphonamide com- 
pound (p-amino-sulfonamide-isopropylthiodiazole) 
I.P.T.D. It was noted that a number of patients 
so treated developed insulin-like reactions with 
sweating and hypoglycaemia. This effect was 
attributed to a combination of the action of the 
sulphonamide and a low caloric intake, as rations 
were very short in France at that time. The hypo- 
glycaemic action of the sulphonamide drugs was 
confirmed at Montpelier by the animal experiments 
of Prof. Loubatieres. 

The significance of this work is all the more 
remarkable, for it was carried out during the 
German occupation. 

Little publicity was given to the insulin-like 
effects of the sulphonamide drugs until 1955, when 
a group of German workers published the results 
of clinical trials of certain sulpha drugs in diabetic 
patients. The first of these drugs to be used 
extensively was carbutamide—or BZ 55 (blood 
zucker 55) and later tolbutamide. In the summer 
of 1955, these drugs became available for clinical 
trials in the United States and Canada. The care 
with which modern drugs are assessed prior to 
their release for sale can be judged by the fact 
that in Canada and the United States these drugs 
were subjected to clinical trials on 18,000 diabetic 
patients before the release of tolbutamide a few 
months ago. 


SULFONYLUREA COMPOUNDS 


CARBUTAMIDE — B-Z 55 (Lily) 


° 
- qo — : ? 


TOLBUTAMIDE 








232 The Manitoba Medical Review 





(April, 1958 





Chemical Formulae and Trade Names 

Figure I shows the chemical structure of 
carbutamide and tolbutamide and the names as- 
signed to these compounds by various drug houses. 
The two drugs are similar except for the aromatic 
H2N group in carbutamide, which is replaced by 
a methyl group in tolbutamide. This slight dif- 
ference in molecular structure is important since 
the aromatic grouping confers on carbutamide anti- 
bacterial and toxic effects, which are absent in 
tolbutamide. Further tolbutamide does not have 
the goitrogenic effects of certain sulphonamide 
compounds. Whereas the estimation of plasma 
levels of tolbutamide is difficult, that of carbuta- 
mide is relatively simple and accurate. 


Possible Methods of Action 


(1) Stimulation of Pancreas to produce Insulin 
(2) Blocks the Destruction of Insulin 
(3) Blocks Hormones antagonistic to Insulin 
(4) Blocks release of Glucose from Liver 
IMPORTANT 

(1) Does not act like Insulin 

(2) Action is probably unphysiological 

(3) Do not act without Insulin 

Figure II 


Possible Action of the Sulphonylureas 

As has been mentioned these compounds are 
not insulins and the precise nature of their hypo- 
glycaemic effect is not completely understood. It 
is known, however, that they will not act in the 
complete absence of insulin either exogenous or 
endogenous. Hence, alone they are ineffectual in 
controlling the diabetes that accompanies complete 
pancreatectomy. 

It is speculated that they may lower the blood 
sugar by any one of the following effects: 

(a) Stimulating the beta cells of the pancreas— 
rather like whipping an already tired horse. 

(b) Blocking the action of certain substances 
in the body which are known to destroy insulin, 
e.g. insulinase in the liver. 

(c) Blocking the action of certain hormone and 
substances known to elevate the blood sugar, e.g. 
adrenal corticosteroids and glucagon from the alpha 
cells of the pancreas. 

(d) Trapping glucose in the liver as glycogen 
and preventing its release into the blood stream. 

Irrespective of which theory is eventually 
proven to be correct, it is well to remember that 
the hypoglycaemic effect of these drugs is probably 
the result of some unphysiological action. Further 
as sulphonamides, their metabolism and excretion 
are slow and hence their duration of action may 
extend over several days. 

Carbutamide was found to have many side 
effects; thus some 10% of the patients taking this 
drug complained of nausea, vomiting, jaundice and 
skin rashes. In a much smaller number the drug 
depressed the bone marrow causing leucopenia and 
agranulocytosis and in some instances, thrombo- 
cytopenia. Eight of the ten thousand patients to 


whom the compound was given during the clinical 
trials died as a direct result of the drug. This high 
death rate was prohibitive when compared with 
insulin therapy, where death due to the hormone 
per se is practically unheard of. Therefore, in 
November, 1956, the Eli Lilly Drug Company, 
which had been carrying out the clinical trials 
with this compound concluded it was unsafe and 
further clinical trials were discontinued. This 
action of the Eli Lilly Drug Company in regard to 
carbutamide is a good example of the integrity of 
the leading drug houses in allowing only products 
of proven safety to be marketed. 


Side Effects 


CARBUTAMIDE — 10% 


Skin Rash 
Nausea Vomiting 
Liver Damage 
Low white Blood count 
Bleeding 
8 Deaths 


TOLBUTAMIDE 1-2% 


Skin Rash 
Mild Nausea 
No serious effects on Blood 
? Damage to Liver 
No Deaths 


Figure III 


Tolbutamide is now the only sulphonylurea 
compound commercially available in this country 
and is accompanied by occasional side effects such 
as nausea and skin rashes. So far as can be ascer- 
tained no deaths directly attributable to this drug 
have been recorded. False positive albuminuria due 
to an excretion product of tolbutamide does occur, 
but is easily distinguished from true albuminuria. 


PREDICTION OF RESPONSE TO SULFONYLUREAS 


GOOD MODERATE POOR 
70-80% RESPONSE RE 

AGE AT " 

ONSET over 40 20-40 « 20 
SEVERITY OF P - it 

DIABETES < 40 units 40-6Ounits > 8Ounits 
DURATION OF ~ & 

DIABETES (ogee 
HISTORY OF 
ACETONE OR 0 *¢ + 
DIABETIC COMA 

Figure IV 


Indications for Sulphonylureas 


The original German investigators reported 
good results from the use of these drugs in middle 
aged diabetics, many of whom were obese. 

In this country it was thought that many of the 
patients in the German series might have done 
well on a reducing diet alone. Experience during 
the last three years had led to the setting up of 
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certain guideposts, indicating which patients may 
be suitable for tolbutamide therapy. 

(a) Age at the Onset of Diabetes. It is generally 
agreed that patients developing diabetes after the 
age of 45 will respond favourably. 

(b) Severity of Diabetes. The best results are 
obtained in patients requiring less than 40 units of 
insulin daily. 

(c) Duration of Diabetes. This is a less reliable 
guide, but generally patients who have had the 
condition for more than five years respond rather 
poorly. 

(d) Acidosis. Finally any patient who has 
shown acidosis or who has been in diabetic coma, 
responds very poorly. 

It is unfortunate that children fall into the 
“poor response” group. 


Chemical Assessment 

Patients who fulfill the clinical criteria for 
tolbutamide therapy are subjected to a test effect 
of the drug. In patients already taking insulin 
this therapy is discontinued before the test — for 
48 hours — in the case of long-acting insulins, and 
18 hours in the case of Toronto insulin. A fasting 
blood sugar is drawn and the patient given 3 grams 
of tolbutamide. The blood sugar is then estimated 
every half hour for six hours. A fall in the blood 
sugar to 70% or less of the fasting level is usually 
associated with a good clinical response to tol- 
butamide therapy. The maximal fall in blood 
sugar usually occurs between the fourth and sixth 
hours of the test. It has been stated that poor 
results can be expected from tolbutamide therapy 
if the fasting blood sugar exceeds 270 mg.%. 
Number of Candidates for Oral Insulin Substitutes 

It is generally assumed that some 1.5% to 2% 
of the population are diabetics. Applying this to 
Canada gives a diabetic population of approxi- 
mately 250,000. It has likewise been estimated 
that some 15% of diabetics are candidates for 
sulphonylurea therapy, and consequently there are 
some 13,750 diabetics in this country eligible for 
this type of treatment. 

Clinical Management 

Ideally, tolbutamide therapy should be initiated 
in hospital. This affords an opportunity to re- 
assess the patient’s diabetic status and allows him 
to become acquainted with the new drug. The 
usual policy is to stop the insulin and give tol- 
butamide, 3 grams the first day, two grams the 
second day and 1% grams daily thereafter. The 
dose of the drug is divided in order that it be 
given three times daily. It has been our policy 
to check the blood sugars after 4-5 days treatment. 
If at this time the blood sugar levels are unduly 
high, the drug is stopped and insulin restarted. 
Where the above mentioned dose of tolbutamide 
has failed to control the diabetes, large doses have 
seldom been successful. 

In patients taking insulin the original policy 
was to stop the insulin completely and commence 
tolbutamide therapy. In the majority of mild 


diabetes this was satisfactory. The slow action of 
tolbutamide compared with insulin led to the de- 
velopment of ketosis during the changeover period 
in the more severe diabetics. The current policy 
is to reduce the insulin over a period of 2-3 days 
at the time the tolbutamide therapy is started and 
thus eliminate the period when the patient may 
be “uncovered.” The drug can be started on an 
outpatient basis, but we have found this less 
satisfactory. 

Amongst diabetics requiring very large doses of 
insulin, a combination of insulin and tolbutamide 
has frequently produced satisfactory results. The 
basic tolbutamide therapy often markedly reduces 
the insulin requirements, and seems to have a 
stabilizing effect on the diabetes, making fluctua- 
tions less severe. 

Diet is of paramount importance. Due to the 
continuous action of tolbutamide the carbohydrate 
portion of the diet is usually spread evenly through- 
out the day. 

Owing to the prolonged action of tolbutamide, 
the hypoglycaemic effects may be severe and pro- 
longed, lasting a day or so. During such attacks, 
the patient requires frequent glucose drinks and 
constant observation to prevent his slipping back 
into coma. In this regard it is important that all 
diabetics taking this drug have it clearly marked 
on the diabetic card they carry. These drugs are 
not insulins, nor are they truly insulin substitutes, 
and consequently diabetics taking these compounds 
who require surgery, develop infections, or who 
have ketonuria require insulin. Increasing the 
dose of tolbutamide under the circumstances will 
have no beneficial effect. 

Comparison of Tolbutamide and Insulin 

In comparing the action of a synthetic compound 
such as tolbutamide with a hormone such as insu- 
lin, whose action we are attempting to simulate, 
the synthetic compound is at a disadvantage. In 
the treatment of diabetes with insulin, we are 
supplying the deficient hormone. Insulin is ef- 
fective, non-toxic, can be given to all diabetics, 
brings patients out of diabetic coma, and in ade- 
quate doses, along with suitable dietary therapy, 
it prevents or at least delays the complications of 
diabetes. 

Tolbutamide, by comparison, produces satis- 
factory results in a small percentage of diabetic 
patients. It is ineffective in coma and it is useless 
in children. Whether it will prevent or delay the 
late complications of diabetes is not known. Where 
the patient is old and blind and cannot see the 
syringe, it has obvious advantages over insulin. 
Therefore, although tolbutamide is more convenient 
than insulin, its usefulness is very limited. 


Comparative Costs of Treatment 
TOLBUTAMIDE 12¢ per tab. 
Average —3 tabs. daily —37%4¢ 
INSULIN (N.P.H.) 80 units/ec — 10cc — $1.90 
Average — 40 units = 9%%¢ 
Figure V 
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Comparison of Costs of Therapy 

Figure V is a comparison of the cost of therapy 
in a patient requiring 40 units of NPH insulin daily 
compared with 1% grams of tolbutamide. It is 
apparent that tolbutamide therapy is considerably 
more expensive. 

Conclusion 

It would seem, therefore, that for the first time 
we have a compound which is safe and which will 
reduce the blood sugar levels in a certain limited 
number of diabetics, allowing them to dispense 
with insulin. It is probably preferable in the 
very few patients who utterly refuse injections of 


insulin, or who for some reason are allergic to it, 
and in some blind diabetics. Its long term effects 
we do not know; nevertheless it represents a great 
advance and our present position with oral insulin 
substitutes is analogous to that of penicillin in 1943. 
At that time penicillin was found to be a useful 
drug, but only against certain bacteria. However, 
it led the way to the development of all the anti- 
biotic agents we now possess and with which we 
can control many types of bacteria. Similarly 
carbutamide, and now tolbutamide, although of 
limited value, may well be signposts on the way to 
more potent and effective oral insulin substitutes. 


Surgery 
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External Hernia as a Cause of Intestinal 
Obstruction 
C. W. Clark, M.D. and A. R. Downs, M.D. 


External hernia is one of the commonest causes 
of intestinal obstruction. It has been reported 
in the past as the commonest cause, but this is 
probably not true today. Vicks! in 1932 reported 
that in 47.4% of cases of intestinal obstruction, 
the cause of obstruction was external hernia. 

Post operative adhesions have now ousted 
external hernia as the chief cause of small bowel 
obstruction. This change has occurred because 
more abdominal operations are being performed 
in recent years, and more patients are now 
having their hernias repaired before they develop 
obstruction. 

The three commonest causes of intestinal 
obstruction are: (1) intra-abdominal adhesions, 
(2) external hernias, and (3) carcinoma of the 
colon. 

Mersheimer and Winfield? in 1952, reported 
external hernias as the second greatest cause of 
intestinal obstruction, accounting for 25% of all 
cases (Table 1). 

Smith, Moore and Perry* in 1955, found that 
external hernias caused 10.2% of all cases of in- 
intestinal obstruction and were the third common- 
est cause. They also found that external hernia 
was the commonest cause of strangulation and 
gangrene. 

Incidence of Hernias 

Operations for hernia constitute about 10% of 
the surgery of most general hospitals. About 5% 
of the population of Great Britain have inguinal 
hernias‘. Table 2 shows the incidence of the dif- 
ferent types of external abdominal hernia. 

Inguinal and femoral hernias are divided 
between the sexes as follows: 

Males: Inguinal — 93% 

Females: Inguinal — 55% 


Femoral — 7% 
Femoral—45% 
From the Department of Surgery, Winnipeg General 


Hospital. Presented at the Canadian Medical Association 
Meeting, Edmonton, June, 1957. 


Incidence of Obstruction in Patients with Hernia 

Smith et al, in a large series, reported that 
8.8% of patients with hernia had intestinal ob- 
struction on admission to hospital. The incidence 
of obstruction in different types of hernias is 
shown in Table 3. 

During the five year period, 1952-1956, 1203 
patients with hernia were admitted to the Winni- 
peg General Hospital. In 80 (6.5%) of these cases, 
emergency operation was done because of local 
complications in the hernia (Table 4). There were 
40 cases (3.3%) of strangulating obstruction and 8 
cases (0.6%) of mechanical obstruction. Only those 
cases having definite clinical or operative findings 
of intestinal obstruction are recorded as obstruc- 
tion. Many of the patients in group 3 (Table 4), 
would have progressed to obstruction or strangula- 
tion if they had not been operated on early, before 
obstruction was manifest. 

There is considerable confusion and interchange 
of terms used by authors in discussing the local 
complications of hernia. The local complications 
of hernia are: 

(1) Irreducible Hernia. In this type the hernia 
cannot be replaced. It may have been irreducible 
for years or it may be only temporarily irreducible. 

(2) Incarcerated Hernia. This term originally 
meant obstructed hernia without interference with 
the blood supply of the contained bowel. However 
it is often used to mean irreducible hernia and 
some authors include strangulation in this group. 

(3) Strangulated Hernia. Strangulated hernia 
means that the blood supply to the bowel or omen- 
tum is interfered with in the hernia. 

(4) Inflamed Hernia. This term is applied to 
hernias with inflammation either due to trauma, 
from a truss, or attempts at reduction, or due to 
inflammation in the sac, such as appendicitis. 
Age Incidence 

In our series of 80 local complications in 1203 
patients with hernia there were 40 strangulations. 
Of these 24 (60%) occurred in patients over 60 
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years of age. In 40 other local complications in- 
cluding 8 cases of non strangulating obstruction, 
24 patients (60%) were over the age of 60 years. 
Incarceration is common also under 6 months of 
age but strangulation is rare. 

Mechanism of Intestinal Obstruction 

in External Hernia 

Obstruction is almost always mechanical but 
can be paralytic, when omentum is strangulated. 

The sites of obstruction may be in inguinal 
hernia: 

(1) External Ring. 

(2) Internal Ring. 

(3) Fibrous tissue around the neck of the sac. 

(4) A band or membrane inside the sac. 

In femoral hernia the constricting agent is 
often the knife-like edge of the lacunar ligament 
or dense adhesions encircling the neck of the sac; 
while in umbilical hernia the hard fibrous ring at 
the neck of the sac is mainly responsible. In 
incisional hernia the obstruction is at the opening 
in the abdominal wall, or is due to adhesions in 
the sac. 

Signs and Symptoms 

The signs and symptoms of obstruction may be 
present along with a painful, tender, often tense, 
swelling at the hernial orifice. In the average 
case the obstructive symptoms are those of low 
small bowel obstruction, with crampy abdominal 
pain, vomiting and complete constipation. On 
auscultation, there is an increase of bowel sounds. 

When gangrene supervenes, the _ swelling 
becomes less tense and less tender, and, if the 
patient survives long enough, the skin over the 
hernia becomes red and swollen, and even faecal 
fistula might develop. In neglected cases shock, 
dehydration and distention occur and bowel sounds 
may be absent. 

When strangulated omentum is the only content 
of the sac, the symptoms are milder with pain, 
nausea, vomiting, but no complete obstruction is 
present. 

In umbilical hernia with obstruction or strangu- 
lation the symptoms are not very acute at first, 
because in about 30% of cases the transverse colon 
is the affected bowel, or a small hernia is over- 
looked. The mortality for strangulated umbilical 
hernia is about twice as high as that for strangula- 
ted inguinal and femoral hernia. 

Richter’s hernia in which the antimesenteric 
portion of the bowel wall, and only part of the 
lumen, are involved, is a dangerous type of strangu- 
lation. The hernial protrusion is small and may 
be overlooked. The obstruction is at first only 
partial and the symptoms mild but gangrene 
rapidly supervenes. Less than one-third of the 
cases are diagnosed in the first forty-eight hours 
of strangulation. The mortality is about 10%. 

In all local complications of hernia, including 
obstruction, there is no definite relationship be- 
tween the severity of the symptoms and the 
presence of gangrene. 


Whether a hernia is merely temporarily irre- 
ducible, incarcerated, inflamed or strangulated is 
only of academic interest. The only safe rule is 
that any hernia which suddenly becomes larger, 
irreducible, tense, and tender, accompanied by 
local and abdominal pain, followed by nausea and 
vomiting, is to be considered a strangulated hernia 
and demands immediate operation. 

On the other hand we occasionally see a long 
standing irreducible hernia which is not tense and 
tender, operated on as a cause of intestinal obstruc- 
tion, which was in fact due to a carcinoma of 
the left colon. 

Mortality of Obstructed Hernia 

In our series of 80 local complications of 
hernia including 40 strangulating and 8 mechanical 
obstructions, only 2 resections of bowel were neces- 
sary for gangrene, an incidence of 4.1% with no 
deaths. There was only 1 death in the 48 cases of 
obstruction, giving a 2% mortality rate. This 
occurred in an 81 year old lady operated on 
seventy-two hours after her strangulated incisional 
hernia occurred. The bowel was still viable and 
resection was not necessary. She died of heart 
failure twelve hours after operation. 

Smith in his series had a 6.9% mortality rate. 

The mortality depends on three factors, the age 
of the patient, the time of operation and whether 
gangrene is present or not. 

Laufman and Daniels*, 1951, in 100 cases of 
strangulated hernia, had a mortality of 12%. If 
operated on under 60 hours the mortality was 5%. 
After 60 hours it was 58%. All deaths occurred 
in those over 50 years of age. 

Treatment 

Every case of obstructed hernia should be 
operated on as soon as possible. Manual reduction 
is a dangerous procedure and should be avoided 
except in small infants where strangulation is rare 
and reduction of an incarcerated hernia may be 
done gently. Then operation can be done in a few 
days when the tissues are less oedematous and the 
delicate structures can be more easily identified. 

Operation should be proceeded with in cases, 
where during the induction of anaesthesia, there 
appears to be a complete reduction of the hernial 
contents, because gangrenous bowel may have been 
returned to the abdomen. 

In very ill patients local anaesthesia can be 
used. Gastro intestinal intubation should be 
started prior to operation. Intravenous fluids 
should be administered and blood transfusion may 
be necessary to combat shock. 

The Principles of Operative Treatment are: 

(1) Incision, exposure and opening of the sac. 
The incision should be ample for exposure. 

In inguinal hernia an incision above Poupart’s 
ligament is used. In femoral hernia the inguinal 
approach is the best and the lower flap of skin 
can be dissected downwards exposing the sac. The 
sac is cautiously opened at the fundus and the 
escaping fluid, if gangrene is present, may be 
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teeming with organisms. It is important to aspirate 
this and avoid contamination of the tissues, or the 
abdominal cavity. In umbilical hernia an elliptical 
incision is made around the umbilicus and the neck 
of the sac exposed. The sac here is opened at the 
neck rather than the fundus because bowel or 
omentum are frequently adherent to the fundus. 

(2) Division of the constricting agent. The sac 
is slit up to the neck, the bowel is held firmly so 
that it cannot retract into the abdominal cavity, 
and the constriction divided. In femoral hernia 
the neck of the sac is exposed by dividing the 
external oblique and the transversalis fascia in 
the floor of the inguinal canal. The lacunar liga- 
ment is divided from above. If bowel is healthy 
and it is impossible to reduce the femoral hernial 
contents without force, the inguinal ligament can 
be divided and sutured later. 

(3) Viability of the bowel is determined as 
illustrated in Table 5. If there is doubt as to the 
viability of the bowel after observing for a few 
minutes the bowel should be resected. It is im- 
perative to inspect the constriction rings for signs 
of gangrene. 

(4) The treatment of non viable intestine. A 
small patch of gangrene may be inverted by a 
continuous Lembert suture if the remaining bowel 
is healthy. Resection of gangrenous or doubtful 
bowel is imperative. It may be done by: 

(a) Immediate resection and anastomosis by 
end to end or side to side union. It may be done 
by the open or closed method. I prefer an end 
to end anastomosis with an outer layer of silk 
and an inner, continuous, intestinal, chromic suture. 
Probably a side to side anastomosis is safer for the 
occasional operator. 

(b) Exteriorization or Mikulicz type of resection. 
This is used in very ill patients, the bowel being 
brought out as a double barrelled ileostomy through 
the wound and the wound closed around it without 
attempting to cure the hernia. 

(4) Radical Cure — In the majority of cases the 
hernia is repaired after dealing with the bowel, by 
one of the standard methods of hernial repair. 
Summary 

(1) External hernia is one of the three common- 
est causes of intestinal obstruction. 

(2) Strangulating obstruction is the commonest 
cause of local complications in a hernia. 

(3) 60% of obstructions occur in patients over 
60 years of age. 

(4) All hernias should be repaired to avoid the 
risk of an obstructed hernia in later life. 

(5) Whether a hernia is merely temporarily 
irreducible, incarcerated, inflamed or strangulated 
is only of academic interest. The only safe rule 


is that any hernia which suddenly becomes larger, 
irreducible, tense and tender, accompanied by local 
and abdominal pain followed by nausea and vomit- 
ing is to be considered a strangulated hernia and 
demands immediate operation. 
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Table 1 
Causes of Intestinal Obstruction 
Mersheimer and Winfield? 
Bands and Adhesions __._- | TO 
0 0 eee 25% 
Neoplasms ___.... Jcspascceenns | EO 
Internal Strangulations (Volvulus) pet Dae aS 4% 
I es 4% 
wee es nn 
Table 2 
Incidence of Different Types of Hernias 
Erdmann® 
Inguinal hernia See, 
Incisional or post operative <n: 
ee ee 
Umbilical hernia ___ im See Se 0S a 
ene rene 5 
.  . ae 
Table 3 
Incidence of Obstruction in Different 
Types of Hernia 
Smith? 
Non 
Strangulating 
Type of Mechanical 
Hernia Obstruction Strangulation Obstruction 
Inguinal ___ 5.9% 2.5% 3.4% 
Femoral __ 38.5% 27.8% 10.7% 
Umbilical _. 8.2% 41% 41% 
Incisional _. 9% 2% 7% 
Table 4 


Incidence of Local Complications in 
1203 Patients with Hernia 
W. G. H. (1952-56) 





Cases 

(1) Non strangulating obstruction 

(Mechanical) ___ Pike. a aa 0.6% 
(2) Strangulating obstruction _. 40 3.3% 
(3) Other complications, Irreducibility, 

Incarceration, Strangulated omentum, 

Inflammation of the sac 2. 2.6% 

80 6.5% 
Table 5 

Differentiation of Viable from Non Viable Intestine 


Viable Non Viable 
(1) Color of bowel returns me ay grey or chocolate in 
quickly to normal. color does not return to 
normal. 


No pulsation in vessels in 
mesentery. 


(2) Pulsation of arteries 
returns in mesentery. 


(3) Surface—smooth and 
shiny. 


(4) No rings of anaemia or Areas of necrosis at con- 
necrosis at constriction striction rings or apex loop. 
sides. 


(5) Bowel is elastic. 


Normal shine lost. 


Inelastic-like wet blottery 
paper. 
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The Management of Accidental 
Haemorrhage 
C. R. Bradford, M.D. 


Introduction 

Traditionally, accidental haemorrhage is 
classified as either of the concealed, the revealed 
or a mixed variety. In more recent years the 
tendency has been to use a classification that 
describes the clinical state of the patient rather 
than the type of bleeding that is present. Barry 
and Feeney, and Wiener et al. classify accidental 
haemorrhage as either mild, moderate or severe 
and E. Page uses a system of grading from 0 to 3, 
depending upon the severity of the condition. The 
use of this type of classification establishes a better 
basis for estimating treatment that may be neces- 
sary. In actual effect, concealed haemorrhage 
usually is present to a degree that is directly 
proportional to the severity of the accidental 
haemorrhage, and. although it may occasionally be 
present in the mild type, it is more pronounced in 
both moderate and severe cases. 

The Physiological Basis of Treatment 

As a basis for successful management it is 
necessary to have an understanding of the patho- 
logical mechanisms responsible for maternal and 
foetal mortality in this condition. The principal 
problems confronting the obstetrician are these: 


1. Maternal haemorrhage 

2. Maternal oliguria and anuria 

3. Maternal infection 

4. Foetal anoxia 
1. Maternal Haemorrhage 

This is not a problem in cases of mild haemorr- 
hage, but is the commonest cause of maternal death 
in the more severe types of concealed haemorrhage. 
Excessive bleeding is now thought to be due to 
a deficiency of circulating fibrinogen in maternal 
blood. Various theories have been advanced to 
explain the phenomenon, but Schneider’s theory 
seems best to explain the clinical observations. He 
has pointed out that the thromboplastin content of 
decidual and placental tissue is extremely high. 
When separation of the placenta occurs, a retro- 
placental haematoma is forrned. As the bleeding 
continues, the retroplacental haematoma gradually 
increases, and this results in the building up of a 
pressure which forces the mixed clot, placental 
serum and decidual fragments into the intervillous 
lake. By this means a large amount of thrombo- 
plastin is forced into the maternal circulation. 
This results in the conversion of fibrinogen to fibrin 
with an accompanying fall of fibrinogen level in 
maternal blood. The liver cannot replace this 
fibrinogen rapidly enough and the clotting power 
is lost. Even though the uterus may be able to 


contract well, haemorrhage will occur from all 
traumatized areas, and maternal shock due to blood 
loss will become progressively more severe. The 
uncontrolled oozing of blood infiltrates uterine 
muscle fibres and out into the broad ligaments and 
in its severest form gives rise to the so-called 
Couvelaire uterus. The liver, spleen and kidneys 
may also show extravasation of blood and this 
generalized blood loss, added to the local haemorr- 
hage, produces the shock of severe accidental 
haemorrhage. 

The normal level of fibrinogen during pregnancy 
is from 325 - 500 mgms./100 ml. and this level may 
be reduced to less than 100 mgms./100 ml. in severe 
accidental haemorrhage. A. P. Barry states, from 
his experience, that if the uterus is tender the 
fibrinogen level is below normal. 

2. Anuric Renal Failure 

This is the second most frequent cause of 
maternal death in severe accidental haemorrhage. 
The patient may survive the initial shock and 
haemorrhage only to succumb at a later date to 
anuria and its associated uremia. 

Pathologically, the renal changes vary in order 
of severity from minor degenerative epithelial 
changes in the proximal convoluted tubule to bi- 
lateral renal cortical necrosis. There are several 
theories put forth to explain the renal changes that 
may develop in severe accidental haemorrhage. 
Of these, the following three mechanisms are those 
most acceptable: 

(1) Renal vasospasm associated with shock and 
tissue trauma. 

(2) Renal vasospasm caused by the utero-renal 
reflex of Sophian and Franklin. 

(3) Renal anoxia due to intra-arteriole deposits 
of fibrin secondary to thromboplastin action on 
fibrinogen. 

With these possible mechanisms of renal damage 
in mind, the therapist must then consider the fol- 
lowing essential points in preventing anuria as a 
complication of accidental haemorrhage: 

(1) Prevent, or treat as rapidly as possible, 
shock that may develop. 

(2) Prevent increasing uterine distension caused 
by gradual accumulation of blood within the 
uterine cavity. 

(3) Prevent or treat any tendency to bleed 
caused by lowered fibrinogen level. 

(4) The use of some of the active measures 
recommended in the management of renal vaso- 
spasm. 

When anuria develops despite all measures 
taken to prevent it, it is best managed according 
to Bull’s concepts, with the hope that renal damage 
has not been too severe to make possible the 
return of renal function. 
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3. Maternal Infection 

Although the antibiotic era has reduced the 
incidence of maternal infection as a cause of death 
in accidental haemorrhage, it still remains a potent 
threat to maternal life. The shocked and anaemic 
patient with a traumatized genital tract and a 
uterus containing large quantities of necrotic 
tissue is extremely vulnerable to bacterial in- 
vasion. Therefore, in the management of acci- 
dental haemorrhage, all measures taken to prevent 
shock, anaemia and trauma, will lessen the likeli- 
hood of infection. However, as the threat of 
infection is so great, it may be wise, in the more 
severe degree of accidental haemorrhage, to use 
antibiotics prophylactically. 
4. Foetal Anoxia 

Foetal anoxia in concealed accidental haemorr- 
hage is the result of loss of blood supply due to 
placental detachment and also to reduction of blood 
flow to the placental site due to maternal shock. 
In severe concealed haemorrhage, foetal death 
occurs very early and the foetal mortality rate is 
100 percent. In moderate cases there may be an 
early stage where the foetus is still alive. How- 
ever, in the treatment of this condition it is only 
in the milder forms that immediate delivery should 
be considered in the interests of the foetus. In 
more severe cases, the treatment is directed en- 
tirely toward the interests of the mother. In severe 
accidental haemorrhage when the foetal heartbeat 
is still perceptible, the risk to the mother, in a 
rapid Caesarean section, does not justify the gamble 
and a more deliberate plan of treatment is better 
pursued. 

Treatment of Accidental Haemorrhage 

With this brief summary of the mechanisms 
causing maternal and foetal mortality in mind, it is 
possible to form a rational plan of management. 
Preventive Measures 

The supposition that accidental haemorrhage 
and toxaemia are intimately related is prevalent 
throughout the literature. Although the two con- 
ditions may be frequently associated, there is a 
large proportion of cases of accidental haemorrhage 
that occur in non-toxic and normotensive patients. 
Nor is there any direct relationship between the 
severity of toxaemia and the severity of accidental 
haemorrhage. Nevertheless there is little doubt 
that rigorous management of toxaemia and hyper- 
tension during pregnancy will reduce the incidence 
of accidental haemorrhage. It is often stated that 
accidental haemorrhage rarely occurs in the patient 
who is undergoing treatment of toxaemia in 
hospital. Despite careful supervision, accidental 
haemorrhage may still occur and as yet we do not 
have the complete answer to the problem of its 
prevention. 
Active Treatment of Mild Accidental Haemorrhage 

In many cases, partial separation of the placenta 
occurs during labour and is not recognized until 
the placenta is examined after delivery. However, 


when a mild degree of accidental haemorr- 
hage is recognized before the onset of labour, if 
there is no sign of shock, and if the foetus is alive 
and active, no special treatment is required. The 
patient is kept at complete rest, given sedation as 
required and closely observed. If symptoms con- 
tinue, rupture of the membranes should be carried 
out. In mild cases when the bleeding persists and 
other factors are present—such as foetal distress or 
increasing severity of toxaemia—Caesarean section 
should be considered. 

If symptoms subside, these patients should be 
kept in hospital and labour induced when con- 
ditions are optimal for survival of the foetus. It 
must be remembered that at any time mild acci- 
dental haemorrhage may progress to a severe type. 


Active Treatment of Moderate or Severe 
Accidental Haemorrhage 

1. All patients are managed in hospital where 
all facilities are available for dealing with any 
complication that may arise. 

2. As soon as the diagnosis has been made, blood 
is withdrawn and the following blood examinations 
are carried out: 

(a) Clotting time. 

(b) Clot retraction and clot observation tests. 

(c) Fibrinogen level. 

(ad) Haemoglobin estimation. 

(e) Haematocrit reading. 

(f) Five ml. are used for grouping and matching 
purposes. 


The information gained from these tests forms 
a base line for future management. The clot 
observation test is repeated hourly until the patient 
is delivered. 


3. Simultaneously with the withdrawal of blood 
for examination, a blood transfusion is started using 
Group O Rh negative blood. The amount of blood 
transfusion necessary is individualized. These 
patients usually require more blood than may be 
apparent at the time of initial examination. When 
shock is mild, 1000 ml. is given. When shock is 
severe, at least 1500 ml. is given. Blood transfusion 
serves several purposes, the more important being 
the relief of shock, the improvement of circulation 
to kidneys and vital centres, and the provision of 
a small amount of fibrinogen to improve clotting. 
The initial transfusion is given rapidly and at least 
1000 ml. is given during the first hour. 


4. Morphine, gr. 1/4 and atropine gr. 1/150 are 
given as soon as possible after the diagnosis is 
made. This will relieve pain, quieten the 
patient, and prepare her for subsequent vaginal 
examination. 


5. Other supportive measures, such as the ad- 
ministration of oxygen by plastic mask and the 
raising of the foot of the bed, are valuable adjuncts 
in the treatment of shock. 
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6. A Foley catheter is inserted and accurate 
measurement of urine output is recorded. 


7. Vital signs and the presence or absence of 
foetal heart sounds are recorded quarter-hourly. 


8. During the second hour, if treatment has 
been vigorous enough, the patient may be trans- 
ferred to the operating room which is completely 
prepared for vaginal examination and/or abdomi- 
nal delivery. A vaginal examination is then made 
and the membranes are ruptured regardless of the 
condition of the cervix. The prime object of this 
procedure is to induce labour. Rupture of the 
membranes and drainage of amniotic fluid may 
also effect a reduction in the amount of bleeding 
from the placental site by decreasing uterine 
distension. Thus, the factors responsible for in- 
creasing the degree of shock and the absorption 
of thromboplastin are counteracted as well. 

9. During the third and fourth hours, additional 
blood and morphine are given as required. If a 
coagulation defect is found to be developing, 
fibrinogen in dextrose solution is given intra- 
venously. Initially 4 to 6 grams may be required. 

10. One can expect that with this treatment the 
average patient will commence in active labour 
within the first six hours. If, six hours after arti- 
ficial rupture of membranes, labour has not begun, 
some authors recommend that a pitocin drip be 
started. On occasion, labour may not begin despite 
rupture of membranes and the use of a pitocin 
drip; in such a case, when the patient’s condition 
is satisfactory, with shock successfully treated, and 
any clotting defect corrected, a Caesarean section 
may be considered. If a Caesarean section is 
attempted before this state has been reached, it 
may only invite disaster. 

11. Prolongation of the state of placental separa- 
tion, once the patient’s condition has been well 
stabilized, results in further depletion of fibrinogen, 
with greater risk of haemorrhage and anuria. 

12. If oliguria appears to be developing, Barry 
and Feeney recommend a splanchnic nerve block, 
but this has not been accepted by most authors as 
being particularly useful. 

13. Repeated blood examinations and accurate 
recording of the renal output are continued until 
the patient has completely recovered. Haemorr- 
hage is treated as outlined above, and if oliguria 
develops it is managed according to the concepts 
of Bull and Joekes (ref.). 

The Place for Caesarean Section in the 
Treatment of Accidental Haemorrhage 

There has been a tendency in some obstetric 
centres to increase the number of Caesarean sec- 
tions performed (Cosgrove — 50%) for accidental 
haemorrhage. The greater use of Caesarean sec- 
tion is directed towards an attempt to improve the 
foetal survival rate. This approach coincides with 
the broadening of indications for Caesarean section 
in other conditions where foetal distress is present. 


However, in accidental haemorrhage, it has been 
found that in a large percentage of cases this has 
resulted only in decreasing the number of still- 
births and correspondingly increasing the number 
of neonatal deaths due to this condition. Authors 
with the widest range of experience are con- 
servative in their management of this condition 
and confine the use of Caesarean section to the 
following situations: 

1. In some cases of mild accidental haemorrhage 
when the foetus is in good condition. For example, 
when the patient is an elderly primipara or when 
the treatment of toxaemia has been unsuccessful. 

2. When the onset of labour has not followed 
rupture of the membranes within a reasonable 
length of time. An arbitrary figure often used is 
twelve hours. 

3. When oliguria has developed and labour has 
not commenced. 

4. When obstetrical indications such as gross 
foeto-pelvic disproportion or uterine inertia are 
present. 

Caesarean hysterectomy has no place in the 
present treatment of accidental haemorrhage. As 
Wiener states, this is “placing the cart before the 
horse” and merely transfers the bleeding tendency 
to areas outside the corpus uteri. This is particu- 
larly true in the case where a Couvelaire uterus 
is found. The concept that the uterus in these 
cases will not contract sufficiently to effect ade- 
quate hemostasis is not borne out by the experience 
of several authors. The development of the Cou- 
velaire uterus is related to the severity of the 
clotting defect and if this has been corrected it 
is unlikely that further severe bleeding will be 
encountered. 

Throughout this paper emphasis has been placed 
on the management of the severe type of accidental 
haemorrhage. This has been quite intentional as 
it is in these cases that maternal deaths may occur. 
However, it must be remembered that the vast 
majority of accidental haemorrhages are of the 
mild type in which simple sedation and rupture 
of the membranes are usually all the treatment 
that is necessary. 

Perhaps in the future maternal mortality 
associated with accidental haemorrhage will cease 
to exist. When this ideal state has been reached, 
treatment will be altered accordingly in attempts 
to reduce the foetal loss. This change of emphasis 
has taken place in many other obstetric conditions. 
However, at the present time, the primary objective 
in the management of accidental haemorrhage is 
to save the life of the mother. 
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Industrial Psychiatry 
(Some Approaches Toward Maintaining Mental 
Health Among People at Work) 
W. Donald Ross, M.D., F.R.C.P. (C) 
er ha eas 


Friends, Winnipegers, countrymen, lend me your ears; 
I come to bury Industrial Psychiatry, not to praise it. 
The evil that men do lives after them, 

The good is oft interred with their bones; 

So let it be with industrial psychiatrists. 


This mode of introduction has several purposes: 

First, I want to drive home the point that, 
rather than the main title of this talk I prefer a 
sub-title— “Some Approaches Toward Maintaining 
Mental Health Among People at Work.” 

Secondly, I wish to make it clear that I do not 
expect you to be particularly interested in the 
sub-specialty of industrial psychiatry, although I 
do hope that what I shall have to say may evoke 
some responses relevant to what you can all do 
in your practice toward preventing more serious 
maladjustment among people while they are able 
to work or when you are helping them get re- 
habilitated to the healthy state of being at work. 


I might explain further that my own interest 
in this area has not been so much in the specialized 
field of industrial psychiatry as in the teaching of 
psychiatry to industrial physicians. I believe that 
opportunities for the prevention and early treat- 
ment of psychiatric and psychosomatic disorders 
are more open to general physicians than to 
psychiatrists. Hence the value I see in teaching 
psychiatry to industrial and other non-psychiatric 
physicians. 

Having disowned the epithet of “industrial 
psychiatrist” I can take a crack at some industrial 
psychiatrists. 

Let us return to the phraseology of my intro- 
luctory lines: 

The noble chairman 

Hath told you that industrial psychiatrists were 

ambitious: 


wee before the Winnipeg Medical Society, April 10th, 





If it were so, it was a grievous fault; 
And grievously hath industrial psychiatrists 
answered it. 


Probably you have heard of the type of psy- 
chiatrist who has been labelled as the “hire a hall” 
type — the type who, instead of seeing individual 
patients like other doctors do, hire a hall and 
preach sermons. Some psychiatrists in industry 
and in other aspects of occupational endeavour, 
even in the armed services, have gone about their 
pursuit in this mass fashion. 


Needless to say, this did not endear them to 
other doctors. While preaching mental health to 
lay people they got out of touch with the rest of 
the medical profession. This was a grievous event 
for themselves, for the other doctors and for the 
implementation of preventive psychiatry, which 
cannot be pursued in isolation from the rest of 
medicine, without regard for “physical” medical 
factors and without the cooperation of other 
doctors. 

But to give the devil his due, let us review 
briefly what has happened in the field of mental 
health in general as an entrée into this topic of 
maintaining mental health among people at work. 


A brief overview of the history of the mental 
hygiene or mental health movement indicates that 
the emphasis was first on the better care and 
treatment of the mentally ill. Clifford Beers, the 
founder of the Mental Hygiene Association, was a 
mental hospital patient, who, after recovery, used 
his prodigious energies to fight for better care for 
the mentally ill, a fight which is still continuing. 
Next came an emphasis on treating children in 
order to prevent more serious maladjustments in 
adult life. It was soon realized that effective 
treatment of the children required concomitant 
treatment or counselling of their parents. And 
so we were back with adults again. The lines 
between prevention and treatment were not clear, 
but there was hope that interrupting vicious circles 
in parent-child relationships would tip the balance 
in favor of mental health. This does appear to 
occur, although other factors are also in operation 
which are beyond this approach. I refer to physical 
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“biological” factors requiring further research 
especially in their relationships to psychodynamics, 
and to the impartial intervention of coincidence 
or fate, a factor which we overlook in our naive 
hopes to prevent all ill health, whether physical 
or mental. 

One can see, then, the latest phase in mental 
health activities in terms of maintenance of mental 
health among healthy adults by the removal of 
noxious influences and the early handling of minor 
difficulties, even when brought about by coinci- 
dence, before these difficulties contribute to vicious 
circles in parent child relationships. 

One area in which such maintenance can be 
pursued, and is being pursued with increasing 
attention, is among people at work. 

The breadwinners in our society spend almost 
one half of their waking hours in an occupational 
setting. Hence the occupational environment can 
be the site of operations for the maintenance of 
mental health of the breadwinners, and through 
them, of their families. This is particularly so in 
the industrial environment, and many industries 
are now giving attention, whether they recognize it 
or not, to the maintenance of mental health. Some 
are using the services of physicians, psychiatrists, 
industrial psychologists, clinical psychologists, 
social workers, social psychologists, sociologists, 
chaplains and other experts in individual and group 
dynamics as well as more empirically trained 
counselors. 

I do not intend to bore you with the facts and 
figures about progress in industrial mental health. 
I can refer you to several sources of this informa- 
tion, particularly to the book edited by T. M. Ling: 
“Mental Health and Human Relations in Industry,” 
published by Hoeber in 1955, to a series cf articles 
in the Menninger Quarterly reporting on the in- 
dustrial mental health survey of the Menninger 
Foundation, and to the January 1956, 1957 and 1958 
issues of the American Journal of Psychiatry which 
include summaries of the work done in the last three 
years, or even to my own book “Practical Psy- 
chiatry for Industrial Physicians” (that was an 
advertisement). For the busy businessman there 
is an article in Dunn’s Review, February 1954, 
entitled “Industrial Psychiatry: Aid to Human 
Relations.” There has been increasing recognition 
that it is good business to maintain mental health 
ever since Dr. C. C. Burlingame pointed out from 
a study of the Cheney Silk Mills in Connecticut 
during World War I that “psychoneuroses and 
pathological attitudes of employees toward their 
employment, their foremen, and their fellow- 
workers and machines were responsible for a 
greater loss in dollars and cents than accidents and 
contagion.” 

Now, I seem to be engaging in that very “hire a 
hall” type of psychiatry which I deplored to you. 
Let me paraphrase ancther well known bit of 
literature: “Though I speak with the tongues of 


men and of angels, and have not clinical cases to 
quote, I am become as sounding brass or a tinkling 
cymbal.” 

I want to present to you some case histories 
from two hypothetical industries to illustrate what 
can be done in comparison with what is too often 
not done. These will be based on actual instances 
but disguised beyond recognition whether they 
come from Cincinnati or elsewhere. We shall give 
names to the two hypothetical industries. One we 
shall call Utopian Industries Limited, to be ab- 
breviated U.I.L. The other we shall call the Catch 
as Catch Can Company, or C.A.C.C.C. Any re- 
semblance to known industries, living or dead, will 
be your idea and not mine. 

Let us trace the course of several cases in these 
two industries beginning with problems which are 
common in the healthy populations of industrial 
employment: absenteeism, accidents, alcoholism, 
executives’ problems, fatigue, foremen’s problems 
and industrial intoxications. 

First we have two cases of absenteeism—one in 
Utopian Industries Limited, and one in the Catch 
as Catch Can Company. 

The U.LL. have a system of absence reporting 
from the supervisors to the medical department. 
As a result of this system Mrs. Jones was referred 
to the medical department for investigation of her 
frequent absences from work. On the surface these 
appeared to be due to frequent colds and to 
menstrual difficulties. However, to the industrial 
physician willing to listen, it appeared that there 
were other factors dragging down her health. Her 
mother had died recently and her aged father was 
living with them and the employee was really 
holding down two jobs, one at work and the other 
in carrying an extra load of housework in com- 
parison with the time when she and her husband 
were alone. She seemed to be bogged down and 
unable to see her way out between physical and 
emotional fatigue. She was on the point of seeking 
a letter from a private doctor to request sickness 
disability insurance from the company. This might 
have appeared helpful to her, although at the 
expense of the other employees contributing to the 
insurance plan. However, the industrial physician 
knew that such an arrangement would carry a risk 
of encouraging prolonged medical disability around 
a neurosis against returning to work and that the 
employee would be less happy in the long run. 
He arranged, instead, for her to have a short period 
of leave of absence on personal grounds, so that 
she could catch up without resorting to medical 
disability, and he encouraged her to return regu- 
larly to the medical department to talk with the 
nurse. The nurse allowed her to ventilate her 
feelings about the loss of her mother and about 
the extra load, and she was soon able to take the 
step of hiring additional household help and con- 
tinuing at her skilled job, with more income than 
she would have had on medical disability and free 
from medical symptoms. 
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The C.A.C.C.C., on the other hand, also had a 
case of absenteeism which passed unnoticed for 
some time. This was a young man working as a 
skilled machinist since his return from military 
service. No one knew that his absences were the 
result of efforts to borrow money to cover the debts 
he had incurred for buying furniture to try to 
appease his wife with whom he had been quar- 
reling since his return from military service. That 
is, no one knew this until his wages were gar- 
nisheed for his indebtedness. He was still absent 
frequently to try to raise more money for groceries 
for his wife and two children, and to attend a skin 
clinic at a gen-ral hospital. Just at the point 
where the skin doctors and the social workers at 
the hospital were on the track of getting him to 
help for his financial difficulties he was fired from 
his job because of his absenteeism and garnishee- 
ment. That helped a great deal. Now he had no 
job and no good references and very little motiva- 
tion to do anything but remain on public welfare. 
However, between the social workers and the 
psychiatric clinic of the hospital he and his wife 
were given help in settling their differences and 
starting afresh. It was six months before he was 
able to get a new job, but two years later he was 
doing well in his new work, was out of debt and 
saving toward the purchase of ahome. The ending 
was a happy one, but after six months of expense 
to the community plus free hospital services, and 
without any appreciable gain to the C.A.C.C.C., 
who had had to train a new man to take his place. 

Now two cases of accidents: 

The U.I.L. have a safety program run jointly 
by the medical and personnel departments and the 
safety engineers. Attention is given, not only to 
mechanical failure as a cause of accidents, but also 
to human failure. There is a system of reporting 
close calls, minor accidents and major accidents, 
and tracking down the causes of any of these 
occurring repeatedly in one place or to one person. 
Any individual having a series of close calls or 
minor accidents is investigated by the medical and 
personnel departments. Mr. Harris was one such 
person—apparently recently embarked on a career 
of being so unlucky as to have all the accidents that 
started out to happen to somebody else, but he 
had not yet run into a major accident. The in- 
dustrial physician found no physical basis for his 
propensity to close calls, and the psychologist in the 
personnel department learned that the employee 
was under considerable tension between recent 
family difficulties and the attempt to maintain his 
work output toward the wages for which he was 
striving on a bonus system of payment for extra 
production. A referral was arranged for the wife 
to Family Service and the worker was shifted to 
a job on a straight hourly pay basis. The close 
calls and minor accidents ceased before any loss 
of limb or life had occurred. 

In the C.A.C.C.C., however, we can see what 
might have happened to him without such a 


system. Mr. Smith had had many close calls and 
a few minor accidents which had passed unnoticed. 
He was in a similar tense state when he slipped 
while carrying a large can of concentrated acid. 
He suffered excruciating pain before first aid was 
administered and he was rushed to the hospital 
for the treatment of extensive second degree burns. 
With appropriate surgical treatment including 
plastic repairs, paid for under compensation insur- 
ance, his physical recovery was very satisfactory. 
However, he suffered persistent pain and claimed 
inability to flex the affected limbs. A traumatic 
neurosis accompanying the painful injury was 
unrecognized until it had become a chronic 
compensation neurosis. He saw a lawyer who 
supported his fear of returning to work by en- 
couraging him to sue for further compensation. 

The case dragged on with the patient disabled 
at home and his family practically destitute 
pending the outcome of the law-suit. His wife 
began running around with another man and his 
two sons began to engage in petty thievery to get 
enough to eat. At this stage psychiatric consulta- 
tion was suggested but the ex-employee had no 
motivation for psychotherapeutic treatment. The 
whole family had been tipped over from mental 
health to mental and social illness. 

On alcoholism, or problem drinking, I shall be 
fairly brief. 

The U.LL. has a system of supervisors reporting 
problem drinkers to the medical department where 
a check up is made as to medical cr psychiatric 
factors in the drinking and help offered to the 
employee, either through A.A., through a private 
physician, the alcoholism clinic in the community, 
or through a family agency or a clergyman. If the 
drinking continues, the employee is put on pro- 
bation, to retain his job only if he seeks help with 
his drinking problem. Mr. A. was one such case. 
He postponed help on the grounds that he would 
stop drinking on his own. However, his absences 
from work after weekends began to return and a 
neighbor working in the plant reported that Mr. 
A’s children were begging for food. When he was 
put on probation with threat of losing his job he 
accepted help in the alcoholism clinic. In six 
months he had given up drinking, joined A.A., 
and was participating with his family in church 
activities. 

The personnel manager of the C.A.C.C.C. says 
that they have no alcoholism problem because they 
fire anyone who drinks excessively. That is what 
he thinks. Mr. B. in this company is very similar 
to Mr. A. but his foreman covers up for him. The 
foreman feels sorry for Mr. B’s family and for Mr. 
B. and does not want him to lose his job. He 
carries the extra load when Mr. B. is not at his 
best. He even loans money to Mr. B. and reasons 
with him to cut out drinking. But the drinking 
continues, with wasted production to the firm as 
well as misery to Mr. B’s family, until the foreman 
loses his patience with Mr. B., stops covering up 
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and has him fired. Mr. B’s wife leaves him, and 
he proceeds on downhill to skid row and to periodic 
hospitalizations with delirium tremens and cirr- 
hosis of the liver. 


Now what about executives? I want to point 
out that I am taking up these topics in alphabetical 
order. Nothing else is intended by the sequence 
from alcoholics to executives. 

The U.I.L. was considering the promotion of an 
executive to a more responsible position. The 
medical director had some question about the pro- 
motion of this executive because of evidence of 
tension and anxiety already. He suggested a con- 
sultation with the company psychiatrist. The psy- 
chiatrist determined that the executive’s anxiety 
was related to his chaffing at the bit in the position 
which he had now held for five years. There were 
some personal problems on which he could use help, 
but there seemed no reason for him to turn down 
the promotion. He was advised to take it and 
referred to a psychiatrist in the city to which he 
would move for a period of psychotherapy. The 
recommendations were followed and four years 
later the executive was happy and healthy in 
his job and, furthermore, he was spending more 
time with his family in spite of his increased 
responsibilities. 

The C.A.C.C.C. had an executive who was 
happy in his work except for one thing: his wife 
was dissatisfied with his status and with their 
income, and nagging him toward promotion. He 
got the opportunity for promotion without any 
assessment of his readiness for it. He had to work 
a lot harder. His wife was now dissatisfied that 
he was not home more and she was not doing much 
to make the home a place he would rather be than 
at work. He began to develop ulcer symptoms but 
postponed going to the doctor. He was now imbued 
with the “do it yourself” attitude of so many 
executives and he treated his own ulcer until it 
perforated— then hospitalization— surgery— more 
expense— and so on. 

By now you may be getting fatigued with my 
case histories. I think it is time to present two 
cases of fatigue. 

At the U.I.L. one conscientious workman was 
becoming fatigued and irritable. He lodged a 
“grievance” against his foreman through union 
channels on the grounds of discrimination in pro- 
motion in favor of another worker. The union 
steward recognized that he had no technical griev- 
ance and turned him over to the union counselor. 
This man was impressed by his story of great 
fatigue at work and referred him to the medical 
department for a check-up. Physical examination 
was negative, but more of the story came out, of 
resentment against the foreman around the feeling 
of discrimination, and fear of retaliation by the 
foreman for this resentment. Furthermore, the 
foreman had the same first name as the employee’s 
father, who had, in fact, favored the employee’s 


younger sister over him. Only after these feelings 
had been ventilated in several talks with the 
doctor was he able to accept the explanation that 
the foreman was not angry at him, but that the 
other employee had had some previous experience 
especially qualifying him for the promotion. With 
advice from the doctor to the foreman to give this 
employee some special attention, his fatigue and 
grievance problem vanished. 

At the C.A.C.C.C. Mr. K’s work was falling off 
from increasing fatigue, but this was not noticed 
by foreman or union officials until lateness at 
getting in to work was followed by absences from 
work. A warning was given to him with no result 
and he was fired, all in line with the requirements 
of the union contract. He then became very dis- 
couraged and self-reproachful and unable to get 
out to look for work. His wife, doing the best she 
knew how, went out and got a job herself, leaving 
him to look after the children. He became in- 
creasingly depressed without his wife noticing 
this since she was too tired when she got home 
from work to pay much attention to him, or to 
the children, whose mental health was certainly 
not being fostered by all this. Finally he made a 
suicide attempt and was seen by the family doctor 
who sent him to a psychiatric hospital. He re- 
covered soon with the help of shock treatment and 
had a new job in a few months. But you can 
figure the difference in human and economic loss 
from the case as handled at the U.I.L. 

Now I think I should skip the individual cases 
of foreman’s problems although they would il- 
lustrate several principles of cooperation toward 
mental health in the industrial environment. The 
foreman is a particularly key person on whose 
mental health depends the mental health and 
economic welfare of many others, and he is 
squeezed between higher management on the one 
hand and the workers below him on the other. 
The U.I.L. has a careful foreman training program 
and keeps a close watch over the physical and 
mental health of its foremen. The C.A.C.C.C. has 
no foreman training program, but it is frequently 
wasting other skilled training on workers who 
leave the firm or who are promoted to take the 
place of foremen who can’t stand the gaff in one 
way or another. 

Finally, I want to give two case histories of 
industrial intoxication problems to illustrate the 
need for tying mental health work in industry 
with general medical perspicacity. 

The U.L.L. includes one process of working with 
metals which are not irritating to the average 
worker. However, one worker develops a skin 
reaction while working in this process. He is 
referred to the medical department where patch 
tests show that he is sensitive to the metal. The 
industrial physician recognizes that a change in 
occupational assignment will be necessary, but that 
the employee’s pay would be reduced in the only 








244 The Manitoba Medical Review 


[April, 1958 





assignment available. Furthermore he recognizes 
that the patient feels shame and resentment over 
his skin reaction, fearing that people will believe 
it is contagious, and needing to sue for compen- 
sation to prove that the skin disease is not his own 
fault. The doctor knows further that the skin 
reaction may continue after removal from the ir- 
ritant if these emotional factors are not alleviated 
also. The doctor arranges with company and union 
officials for the man’s’ rate of pay to continue at 
the same level while he is being trained for another 
job at a similar rate. The man is given further 
opportunities to ventilate his feelings. His wife 
is told the nature of his skin reaction to allay her 
fears of syphilis, and there are no further sequelae. 


In the C.A.C.C.C., on the other hand, there is 
a process which includes work with a volatile 
metal vapor (mercury), with no adequate ventil- 
ating or atmospheric control. One foreman is 
exposed more than are the rotating workers. He 
gradually develops fatigue, irritability and social 
shyness. He quarrels with his wife and spends 
his evenings in the plant to get away from her 
complaints about his behaviour, thus unwittingly 
increasing his exposure to the metal. His children 
are traumatized by the deterioration in the parents’ 
relationships. He develops insomnia and frighten- 
ing dreams and then a feeling that everyone is 
against him. He does not see a doctor because he 
is aware that his ideas are “crazy” and he doesn’t 
want to be found out. Finally he becomes maniacal. 
He is seen by a general practitioner who treats him 
with thorazine with temporary benefit and sends 
him to a state hospital after he fails to become 
normal in a few weeks. In the state hospital 
organic brain disease is suspected but doubted, 
since thorazine could produce similar affects, and 
since the original cause is not recognized because 
of lack of information on the patient’s working 
environment. Months later gradual recovery oc- 
curs with natural elimination of the mercury from 


the body, but the total experience to the individual 
and his family has left scars which might have 
been prevented. 

These are actual cases, with changes only to 
prevent identification of the individuals and the 
companies. What I have described as being done 
by Utopian Industries is far from Utopian. It is 
being done now in many companies in many com- 
munities. Nor are the conditions in the Catch As 
Catch Can Company beyond the realm of what is 
happening in many other companies, with subse- 
quent increased cost to the individuals and to the 
communities. 

Some of the economic cost is borne directly by 
industry in diminished production. wasted training 
and compensation insurance costs. Some of it 
is borne indirectly through taxes and charitable 
donations to institutions and agencies engaged in 
treatment instead of prevention or maintenance. 
We deplore high taxes and high costs of hospital- 
ization and yet we ask for high standards of medical 
and psychiatric care. The only way we could 
possibly have our cake and eat it too would be to 
nibble it off in small bites — to invest a little more 
in maintaining mental health among people at 
work while they are still able to carry their own 
share of these costs. 

The human cost is something else again. When 
we talk about mental illness, inability to work, or 
juvenile delinquency, we can feel that these things 
happen to other people and their children — not 
to us and those who work with us. But when we 
give attention to absenteeism, accidents, fatigue 
and foremen, we can see that these do happen 
among us, and that they can go on to more serious 
problems if left unchecked. 

‘Do not ask to know for whom the bell tolls; 
it tolls for thee.” 

This is not comforting, but this is a necessary 
discomfort if we are to maintain mental health. 

The price of mental health is eternal vigilance. 


To oS 
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Pediatrics 
p ee Gk 


Current Concepts in the Diagnosis and 
Treatment of Purulent Meningitis 
in Children 


M. McLandress, M.D.* 


The treatment of meningitis in children has 
become such a routine procedure! 2 that nowadays 
it is always a disappointment to lose a child from 
this disease. It is not so long ago that the mortality 
rate was so high that saving a child with menin- 
gitis was a triumph. Some children still die from 
purulent meningitis each year. It is our responsi- 
bility to keep this mortality rate at its lowest 
possible point. Morbidity from meningitis is also 
decreased and this too becomes a major responsi- 
bility. There is general agreement that early 
diagnosis and prompt treatment are of vital im- 
portance with this disease. It is our experience 
at the Children’s Hospital, Winnipeg, as is reported 
elsewhere’, that the major mortality is in the age 
group under two years of age and dominantly 
under the age of one year. This mortality in the 
very young is related to two main factors, (1) the 
immune mechanisms and (2) the difficulties in 
diagnosis. 

In this area eighty percent of the cases of 
meningitis seen in children fall into three bacterio- 
logical categories. (1) Meningococcal. (2) Pneumo- 
coccal. (3) Hemophilus influenza. The remaining 
twenty percent include tuberculous meningitis and 
the occasional gram negative meningitis in the 
newborn period; usually one of the colon bacillus 
group. Mixed infection may occur, and one should 
always be alert to this possibility‘. Generally 
speaking, bacteriological diagnosis is, and should 
be available readily, and different types of menin- 
gitis have various treatments of choice. It is 
possible to outline “blanket” treatment when the 
bacteriological diagnosis is not clear. 


Diagnosis: Meningitis should be suspected in 
any child under the age of two with a fever of 
unexplained origin when this is associated with 
central nervous system signs or symptoms. If there 
is tenseness or fullness of the fontanel this is an 
important sign. Stiffness of the neck is difficult 
to assess if baby is crying. Early stiffness manifest 
by inability to put the chin right down onto the 
chest is sometimes difficult to interpret. The im- 
portant thing is to look for these signs while the 
baby is relaxed and not crying. Brudzinski’s sign 
should also be looked for, and is often present. 
A disturbance of the conscious state, such as 
drowziness and/or irritability combined, should 
make one suspicious. A convulsion occurring with 


*Assistant Professor Department of Pediatrics, University 
of Manitoba; Attending Physician Children’s Hospital of 
Winnipeg; Pediatrician, the Winnipeg Clinic. 


a fever, when there is no apparent cause for the 
fever, warrants an early lumbar puncture. Some 
feel that any convulsion occurring under the age 
of one year warrants a lumbar puncture when 
fever is present. In the newborn period clinical 
signs may be entirely absent and lumbar puncture 
must be done as a part of the investigation of any 
suspected sepsis at this time of life7.3. If the 
“index of suspicion” (Smith) is high, then the diag- 
nosis will be made more frequently in the early 
stage when treatment is so dramatically curative. 

The petechial rash, so common in the early 
stage of meningococcal meningitis, will not be 
seen unless baby is naked. A skin rash has been 
reported in as high as 60 percent of cases of 
meningococcal meningitis?. Our experience is 
somewhat less than this. It should be remembered 
that a skin rash may occur in Hemophilus influenza 
meningitis, and rarely in pneumococcic disease. 
This is simply a manifestation of the septicemic 
part of the disease process. 

Lumbar puncture reveals a cloudy fluid. In 
the very early cases, occasionally the fluid will 
seem to be clear until the tube is held up to the 
light. This fluid should be stained and examined 
under the microscope for organisms; often the 
bacteriological diagnosis can be made from this 
stained smear. Additional samples of the initial 
spinal fluid should be cultured in every case. A 
quantitative sugar estimation is very valuable in 
assessing the relative severity when the infection 
is due to Hemophilus influenza bacillus. The level 
of the spinal fluid sugar is almost invariably 
below normal with all types of bacterial menin- 
gitis. The cell count and differential cell count of 
the spinal fluid are also of help. It is our feeling 
that a complete examination of this initial fluid 
is important. One should always suspect the 
tubercle bacillus when the spinal fluid is clear 
but the signs of meningitis are present. A blood 
culture occasionally reveals the organism when a 
spinal fluid culture is negative. In our experience 
this has not been very helpful, except in those 
cases of meningoccemia without meningitis. Smears 
and cultures taken from the skin lesions are re- 
ported to grow the organism in a high incidence 
of cases*. Again, this has not been our experience 
locally. A normal or low white blood count is a 
bad prognostic sign. 

Treatment: Table 1. represents the current 
practice at the Children’s Hospital, Winnipeg. It 
has been our custom, in most instances, to continue 
therapy until temperature has been normal for one 
week, and to limit chloramphenicol to one week 
total therapy usually. Subdural effusions have 
been a rare complication in our series. The head 
circumference should be measured daily. In re- 
viewing cases treated at the Children’s Hospital 
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Guide to Treatment of Meningitis in Children 








Etiology 


Drug Dose 


Duration when course 
is satisfactory 





N. Meningitidis 


iv.) Initial % daily dose 


Sulfadiazine 
im.) Maintenance 


One week after temp. 
and clinical findings 
are normal 


subcut.) 1% gr./lb/24 hrs. in 
oral) 4 doses Alkaline Urine. 
Fluids. 
7 days if CSF 
sugar normal and 
culture negative. 
1 week 


Chloramphenincol* oral) Initial loading dose 

(Crystalline) * im.) 100 mg./kg/24 hrs. 
i.v.) Maintenance 

Penicillin im.) 1,000,000 units 
(aqueous) iv.) Q.2.H. 

Sulfadiazine as above 

Polymixin B 2.5 mg./kg/24 hr. 

1-4 doses of 2-5 mg. 

50 mg./kg/daily 

as above 

as above 

as above 

as above 

as above 


H. Influenza 


D. Pneumoniae 


Ps. Aeruginosa for 4 days 


E. Coli 


im. 
i.thec: 
Streptomycin im. 
Sulfadiazine 
Chloramphenicol 
Penicillin 

oramphenicol 
Sulfadiazine 


1 week after temp. 
and CSF are normal. 


7 days if CSF sugar 
is normal and clinical 
signs gone. 


Unknown 





4 days. 


Prophylactic Sulpha to family contacts Meningococcal Meningitis 
*Chlormycetin Palmitate should not be used to treat meningitis. 








over the past few years!, it is evident that all the 
doctors on our staff tend to treat the child with 
meningitis initially as being in the group “un- 
known” above, until such time as the culture report 
is available. It is unwise to depend on oral treat- 
ment in the initial 24 hours because these infants 
often get worse so quickly. If the case has gone 


is not well established. No doubt prompt replace- 
ment therapy is going to save the occasional baby 
where adrenal hemorrhage has not yet occurred. 

My thanks are due to many interns at the 
Winnipeg Children’s Hospital for their help in the 
review of these cases. 
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Medical History 
— SS —=zE—— 


A Page in Medical History Prepared 
by Request 
E. S. Moorhead, M.D.* 


The distress of the early thirties brought me 
into a new type of work. There were about 25,000 
citizens on relief. Subsistence was given, funds 
being supplied to a great extent by the federal 
government. Food, rent, etc. were provided, but 
services by doctors were not included, and appeals 
by the medical profession were ignored by civic 
authorities. There were many meetings, but no 
progress was made. A small committee was set 
up and I was made chairman. How this came 
about I have forgotten. It may be that I was on 
the board which set up the Blue Cross service, and 
I served as secretary on that board for some years. 


One meeting of a large committee prior to the 
inauguration of the Blue Cross which took place 
in November, 1938, remains in my mind. How to 
raise funds was being discussed, and it was thought 
that each member should be given a small list of 
citizens who might, if canvassed, put up the neces- 
sary funds. I disagreed with this. I visualized 
the interview with a prospective benefactor and 
his reaction. “This is a very interesting plan, Dr. 
Moorhead, and you say you want $6,000.00. You 
know a great deal more of this plan than I do and 
you look reasonably prosperous. What have you 
given?” I would have no answer that would 
satisfy a citizen. 

Before leaving the meeting I proposed that 
each member of the board should give a guarantee 
that would be approved by a bank, and to start 
it I would be responsible for $250.00. I left amidst 
applause, and some other member made a formal 
motion putting the figure at $200.00 per head. With 
the assistance of voluntary subscribers, the Bank 
of Montreal established a credit of $10,000.00 and 
an office was opened. The board members were 
never called on to execute their obligations. 

To return to the depression years—a battle 
was started with the City Council which lasted 
nearly two years. The Council, pushed into a 
corner, said that it was the responsibility of the 
province to care for the health of its citizens. The 
provincial government denied this, saying that it 
was up to the federal government. I then went 
to interview the prime minister, Mr. Bennett, in 
Ottawa, accompanied by the secretary and a couple 
of members of the Canadian Medical Association. 
Mr. Bennett was very sympathetic, but stated that 
the responsibility rested as it always had done with 
the province. 

So I resumed the fight with the city, and began 
to tighten the screws. One thing that helped was 


*Excerpts from notes left by the late Dr. E. S. Moorhead 
for publication posthumously. 





the attitude of the press. Doctors as a rule will 
not co-operate with journalists, and are often placed 
in an unfavourable position by refusing to discuss 
matter of public interest. I took the line that 
getting news was their livelihood, and our fight 
was newsworthy. The representatives of two 
papers got all the news they wanted. They asked 
permission to attend our mass meetings, but I did 
not give it. I told them that some foolish doctor 
would make a threat that would hurt our case if 
it became a headline. I arranged to meet them 
every night after a meeting when I would give 
them the outlines of everything the meeting had 
discussed, and the steps we proposed taking. I 
often told them things that would hurt us if pub- 
lished. They never broke faith. I never asked 
them to publish anything favourable. 

Some of my medical friends called me Mussolini 
or Hitler. I was carrying on a campaign that would 
put the City Council in a very awkward position, 
and they finally gave way. The leading alderman, 
Mr. Andrews, trusted me, and he and I were very 
good friends. I regretted his death in a street 
accident a few days after full agreement had been 
reached. 

The profession was delighted, and gave me a 
dinner at the Fort Garry attended by 200 - 300, and 
a cheque for $400.00 with which I went to Victoria 
for a month. I was tired out. 

Of course, I had to carry the profession with 
me, and did, even when I said that up till then I 
had been working entirely for them, but now I 
would include the taxpayers and in my new posi- 
tion it would be my business to see that they were 
not exploited under the agreement. The scale was 
$25.00 for an appendix operation with a maximum 
of $35.00 for any operation, and $200.00 for all 
services in any month. Fees for house and office 
calls were on a low scale, but saved several doctors 
in poor districts from going on relief themselves. 
Both sides agreed to my ruling on fees, etc. and 
occasionally I had to be rather severe. It was the 
first satisfactory system set up in Canada. Van- 
couver gave $5,000.00 a month and let the doctors 
fight it out amongst themselves—which they 
did. As far as I remember, our plan cost about 
$110,000.00 a year. 

After the service had been in operation for 
some months, labour organizations claimed that 
children were suffering from malnutrition and 
were underweight. A meeting with representa- 
tives of government and other groups was held in 
the Parliament Buildings. I had previously sent 
a circular to all doctors, and only one case of 
malnutrition was found. After Labour had stated 
its case, I reported that I had been underweight 
all my life. At school I was called “Skinny.” 
Later I had rowed for my University (Dublin). 
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stroking the eight, and because I was much below 
the average weight of the crew, my oar was pared 
down. In the First World War I was congratulated 
on my tailor who had made me look like a big 
man, which I wasn’t. I had been well fed at home, 
and later by my wife who was a good cook, and 
had worked hard most of my life. Labour had 
nothing more to say, and the Tribune came out 
with a big headline, “Dr. Moorhead, Exhibit A.” 


I have forgotten how many years the Medical 
Scheme lasted, but with the economic recovery the 
need for it ceased. 


I had been looking ahead, feeling that some 
day a nation-wide service would be set up, and we 
had no reliable health statistics. A life insurance 
company would soon fail if it had no idea how 
many per thousand would die in a year. We had 
saved some money, so I had an assessment made 
by Dr. Elliott of the age, sex, type of illness, surgi- 
cal operations, etc. Of course 25,000 is a very small 
number, but it was all we had. It was printed, 
and the demand for copies soon used up all we had. 


When I got back from England in 1939, I found 
on my desk a request from the Fire-Fighters As- 
sociation (250-300) for a general medical service. 
This had been sent to the Manitoba Medical Asso- 
ciation and passed on to me. In conjunction with 
the Fire-Fighters, we worked on services, fee 
scales, costs, etc. It would deal with a different 
group from those on relief, and would help us to 
estimate what problems would have to be faced 
if we were to start a service open to all citizens. 
I ran into antagonism from some of the senior 
members of the profession who objected to being 
controlled by anyone on what they should charge 
for their services. However, the bulk of the pro- 
fession backed it. I may say that I was not paid 
for my services, and I don’t recall any vote of 
thanks. The plan ran quite satisfactorily for a 
couple of years. 

I drafted a plan based on the statistics, experi- 
ence, etc. gained from these two plans. There were 
already several plans set up, mostly in the States, 
but they did not keep any statistics worthwhile. 
When our plan had been in operation for two or 
three years, a representative came from Chicago 
to study statistics, operation, etc., and paid us a 
compliment by saying that our system of records 
was the best on the continent. The credit for this 
should go to Mr. A. Richardson for it was too 
complicated for me. After many meetings, argu- 
ments, criticisms and suggestions, it was finally 
accepted. When the plan had been accepted by 
the doctors, I was invited to present it to the 
Chamber of Commerce at a luncheon meeting. 
I knew that a great deal depended on the presenta- 
tion and devoted much time to the preparation of 
it. I imagine it was a full meeting. The remark 
of one member, possibly the chairman, stays with 
me, “Dr. Moorhead, you have sold the plan to the 
City of Winnipeg.” I told the meeting that I was 


too old to undertake the position of medical direc- 
tor, and that some younger man should shoulder 
the job which was going to have a lot of grief. 
After many months no suitable doctor could be 
found, and I was asked to undertake it for two 
years. I had to give up practice, and it was four 
years before it was running smoothly. There were 
no funds unless the Manitoba Medical Association 
gave some assistance — the minutes would answer 
that question. I don’t know how we would have 
started, had it not been for the assistance and co- 
operation of the Blue Cross. We rented a small 
office from them, and their staff did the canvassing 
of citizens until we had a trained staff. I remember 
with pleasure that Mr. Robert McKay moved a 
vote of thanks to me for doing so much work for 
such a small salary. It was thus that the Manitoba 
Medical Service was started in 1944. 

After four years as medical director I resigned. 
I had no real holiday during that time. Dealing 
with individuals who demanded more services 
than they were entitled to, and doctors who wanted 
more money than the revenue could afford, was 
a very trying experience, and threats of lawyers’ 
letters were frequent. But it was in good running 
order; many problems had been solved, and I 
believe it is now being carried on, building on the 
foundation laid by the pioneers. Of course, I had 
no experience of business or office management, 
but no one could have been served with more 
loyalty from his staff than I was in those diffi- 
cult days. For this I give the credit to Mr. A. 
Richardson. The profession should have a mine of 
information these days which will be of use now 
that the question of medical service for all is being 
considered. 


© 


Historical Aspects of Diphtheria 
Charles G. Roland 


“He had great Pain and a Dyspnoea, with 
an impossibility of swallowing.” 
George Martine, 1730. 


In recent decades diphtheria has come to be 
considered a disappearing disease on this continent, 
with a concomitant de-emphasis on teaching at 
many centres. “. .. in six undergraduate years, 
I did not see a single case of diphtheria . . .” wrote 
a recent graduate in 195311; he was practising in 
the southern U.S.A. at the time, and wrote for the 
students’ medical journal at his alma mater, the 
University of Toronto, a report of seven cases of 
diphtheria he had seen, in order to remind the 
students that the disease was still met on occasion. 

However, epidemics occurred in both Winnipeg 
and Detroit in 1956-57. A twelve-month period in 
Winnipeg saw 67 cases reported, with 4 deaths'?. 


Read before the Osler Society of the Faculty of M 
University of Manitoba, August 8, 1957. 
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As a consequence the attention not only of the 
physician but also the general public has become 
focussed on the dread scourge. 


In this paper I intend to touch briefly on the 
major historical developments leading to our pre- 
sent knowledge of diphtheria. Some controversial 
matters, in particular some dealing with claims of 
priority, will be considered in more detail. 


In the chapter concerned with the history of 
the disease in the excellent publication Diphtheria, 
by the Medical Research Council®, the authors 
divide the material into four periods: clinical 
observation; pathological-anatomical; experimental 
and etiological; and the era of serum-therapy. This 
paper is primarily concerned with the first era; 
brief mention will be made of the others. 

In broad terms the period of clinical observation 
begins with the ancients and is supplanted by the 
next era after the time of Bretonneau (whose main 
work was published in 1826). 

We know that the Hebrews feared the disease, 
which they called askara or serunke, and heralded 
its arrival in a community with warning blasts of 
a trumpet?. However, there is no clear description 
of diphtheria extant till that of Aretaeus, who 
lived about 100 A.D. This classical and unmistak- 
able word-picture has been translated by Adams, 
and deserves quotation: 

“Ulcers occur on the tonsils; some indeed of 
an ordinary nature, mild and innocuous; but others 
of an unusual kind, pestilential and fatal. Such as 
are clean, small, superficial, without inflammation 
and without pain, are mild; but such as are broad, 
hollow, foul, and covered with a white, livid or 
black concretion, are pestilential. Aphtha is the 
name given to these ulcers. But if a concretion has 
depth it is an eschar, and is so called; but around 
the eschar there is formed a great redness, inflam- 
mation, and pain of the veins, as in carbuncle; and 
small pustules form, at first few in number, but 
others coming out, they coalesce, and a broad ulcer 
is produced. And if the disease spread outwardly 
to the mouth, and reach the columella (uvula) and 
divide it asunder, and if it extends to the tongue, 
gums, and the alveoli, the teeth also become 
loosened and black; and the inflammation seizes 
the neck; and these die in a few days from the 
inflammation, fever, foetid smell and want of food. 
But if it spread to the thorax by the windpipe, it 
occasions death by suffocation within the space 
of a day.”®. 

Both scarification of the tonsils and laryngotomy 
were practised by Asclepiades (1st cent. B.C.); and 
Caelius Aurelianus (c. 400 A.D.) recognized diph- 
theria of the larynx and described diphtheritic 
paralysis of the soft palate’. Aetius, who lived 
in the 6th century A.D., also described what could 
only be epidemic diphtheria, and likewise men- 
tioned paralysis of the soft palate as a sequel’. 

The foggy, impenetrable curtain of the Dark 
Ages which damped the progress of medicine and, 


indeed, of all science, did not spare the study 
of diphtheria. For eight centuries the pages of 
history are blank*. The next entry is annotated 
by Garrison?, who tells us: “In a passage in the 
Codex Lat. 25060 of the City Library of Munich 
(pp 54-55), exhumed by Sudhoff, a diphtheria epi- 
demic of 1492 is described by the Nuremberg city 
physician, Hartmann Schedel.” 

The Medical Research Council considers the first 
recognizable account of diphtheria written after 
the dark ages to be that of Baillou (or Ballonius), 
written in 1576. This physician also had some 
insight into the pathology of the disease, for we 
read that “A physician who opened the body of 
a boy dead from the disease told Baillou that he 
found a tenacious and unyielding slime stretched 
like parchment across the trachea so that there 
was no free exit or entrance for the breath.”®. 
The claim of the Council, however, that this is the 
first recognizable account does not appear to be 
borne out. Schedel’s description is one exception, 
and another is that of Herrera, who in 1515 de- 
scribed diphtheria of the skin and of wounds, and 
who considered the essential characteristic of laryn- 
geal diphtheria to be the pseudo-membrane he 
found after death’. Herrera’s “pseudo-membrane” 
also antedates Baillou’s “unyielding slime” observa- 
tion by sixty years. 

Goodall, who has written an interesting short 
biography of Baillou*, quotes his description of the 
membrane in the case mentioned above. “The 
trachea was lined with a tenacious firm phlegm, 
like a membrane (pituita inster membranae).” But 
the possible importance of this observation is re- 
duced by the knowledge that Baillou thought the 
case to be one of laryngitis complicating measles, 
and was merely interested in the cause of the 
dyspnea. 

Europe and Asia, and later the New World, 
were racked by epidemic diphtheria for centuries 
—indeed, until Behring’s epoch-making discovery 
of antitoxin as a specific treatment for the disease. 
“During the period 1583-1610, diphtheria was con- 
fined to Spain. In the latter year it broke out in 
Italy, where it was again epidemic in 1618-30 and 
1650, while Spain was revisited in 1630, 1650 and 
1666.”2. In the New World the first recorded cases 
occurred at Roxbury, Massachusetts, where three 
children of Samuel Danforth died in December, 
1659, of the “malady of bladders in the windpipe’”’. 
Some idea of the problem faced by the medical 
men of the time during these epidernics may be 
found in these excerpts from a letter written in 
1738 by I. Dickinson of Boston. “Comparatively 
few recovered . . . Some expectorated incredible 


*A single exception might be made here. While Roger 
of Salerno (c. 1150-1250) did not mention diphtheria, he did 
describe in some detail the surgical treatment of edema of 
the glottis; this is presumed to have been some form of 
tracheotomy. If this is accepted, it is probably the first 
“modern” reference to tracheotomy as a curative surgical 
procedure. 
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quantities of a tough whitish slough from their 
lungs . . . I have seen large pieces of this crust, 
several inches long and near an inch broad, torn 
from the lungs by the vehemence of the cough”’. 
And concerning the epidemics in Canada in the 
19th century: “No disease offered so great diffi- 
culty in the way of treatment as diphtheria. Prior 
to the introduction of diphtheria antitoxin in 1894, 
epidemics of diphtheria were the order of the day. 
Rather was it in the nature of a constant epidemic. 
The death rate reached as high as 80% at times’”®. 


The Spanish epidemics had one happy result. 
Several excellent publications were produced by 
Spanish doctors which were very clear and com- 
plete, and ahead of anything written elsewhere on 
the continent for about a hundred years after. 

. de Fontecha’s book of 207 pages gives a full 
account of the disease ...”®. This book was 
written in 1611. Mercado (1608) tells of a child 
that had communicated the disease to its father by 
biting his finger. And Villa Real, also writing in 
1611, gives a complete report of the diphtheritic 
membrane, based on observations made both post 
mortem and of membranes which had been 
coughed up by his young patients. 

After the Spaniards, the next group of doctors 
to write extensively concerning diphtheria appear 
to have been the British. In 1730 Dr. George 
Martine, in St. Andrews, carried out the earliest 
tracheotomy to be recorded in Britain. The case 
was a young lad who “. . . had great Pain and a 
Dyspnoea, with an impossibility of swallowing. I 
reckoned it an Angina of one of the worst kinds, 
and the set of the disease in the larynx and top 
of the gullet’’‘, 

There are a number of interesting essays 
appearing over the next few decades, five of which 
are of particular interest to us. The first published 
was Fothergill’s, which appeared in 1748 as the 
result of the author’s experience with a sweeping 
epidemic in the previous year. In 1749 David 
Orme presented his doctoral dissertation at Edin- 
burgh on the subject of malignant sore throat; and 
Benjamin Morris, in 1750, presented at Leyden his 
dissertation on the same subject. These two dis- 
sertations are especially interesting to us because 
they sum up the accepted medical opinion of the 
time on any subject. Orme remarks on the 
prevaience of diphtheria in children; he also 
plainly recommends tracheotomy, which he says 
the ancients called laryngotomy or bronchotomy, 
if there is fear of the patient suffocating®. And 
Morris, an American, also mentions tracheotomy: 
“... no other way of escaping death remains to 
the patient placed in this distress but bronchotomy, 
instituted by a prudent hand below the seat of the 
swelling”’’. Morris also recommends to the reader 
a surgical textbook by Sharp for a lucid description 
of the technique of this operation. 

The fourth publication in the group was by 
John Huxham, who wrote about the “malignant, 


ulcerous sore throat” in 1757. This resembled 
Fothergill’s work in that it was the description by 
a practising physician of a diphtheria epidemic. 
It is about this essay that Garrison makes the 
curious statement that Huxham “. . . was the first 
to observe the paralysis of the soft palate which 
attends diphtheria”?. We know that both Caelius 
Aurelianus and Aetius had described this form of 
paralysis centuries before Huxham. The curious 
thing here is that it is Garrison who tells us about 
Aetius*. 

Francis Home is the last of this group of five 
essayists. In 1765 he wrote “An Enquiry into the 
Nature, Cause and Cure of the Croup.” In con- 
nection with this name “Croup,” a biographer, 
Edgar Hume**, points out that in some areas diph- 
theria is still known as “membranous croup.” 
Brettoneau was more critical of the choice of the 
name, which was a local colloquialism till Home 
publicized it: “. .. confusion . . . was intensified 
by the introduction of the term ‘croup’ through the 
publication of Francis Home”’®. 

Both Home and Hume make statements in or 
concerning this paper which appear to be unsub- 
stantiated. Home himself remarks his surprise 
that such a common disease “. . . had entirely 
escaped all regular examination; and concerning 
which, there was little to be learned by inquiry, 
and still less from books’*. There appear to be 
two possibilities here: either Home was completely 
unacquainted with the numerous publications on 
the subject of “Angina,” or he had read them and 
still thought he was describing a new disease. The 
latter would seem the most likely choice. Which- 
ever is the case, it seems that even though Home 
gave a clear description of the disease we now 
know as diphtheria, he did the medical profession 
of his time a disservice by suggesting that aside 
from Angina there was also the disease Croup— 
and it was not until the early part of the nine- 
teenth century that the confusion was cleared up. 
Bretonneau has summed up the situation: “Struck 
with the most ordinary mode of termination of 
malignant angina, Francis Home persuaded himself 
that he had just met with an affection which had 
hitherto escaped the attention of his predecessors”. 

Hume, the biographer, suggests that Home had 
“far vision” in recommending the use of trache- 
otomy in emergencies. However, as we have seen, 
tracheotomy had been practised for many centur- 
ies, and at least fifteen years before Home wrote 
his paper the procedure was described in disser- 
tations from two of the foremost medical schools 
in the world at that time***, and in at least one 
textbook of surgery. 

It must be emphasized that Home wrote an 
excellent paper in 1765. His work can be read 

*Re. Aetius, see p. 112; Huxham, 


**An American who reports that ae is “the 8th ame 
five times removed” of Dr. Francis Home. HOME i 


correctl uunced HUME. 
***Home Graduated f from ay one yaar omer Orme’s 
graduation dissertation was pu 
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now with pleasure and profit, for he presents his 
information with clarity and skill. He deserves 
commendation not for his originality or priority, 
but for an admirable and lasting distinctness of 
expression which made his essay important in his 
era, and is marred only by the unfortunate de- 
cision to saddle diphtheria with a new name. 

A quick glance over the following list, compiled 
by Jacobi in 1880, will reveal at once that if there 
was one thing the disease did not require it was 
a new name. 

“Under the names: ulcus syriacum, ulcus 
aegypticus, garotillo, morbus suffocans, morbus 
suffocatorius, affectus suffocatorius, pestilentis gut- 
turis affectio, pendanchio maligna, angina maligna, 
angina passio, mal de gorge gangreneux, ulcere 
gangreneux, angina polyposa, angine couenneuse, 
synanche, croup, diphtheritis and diphtheria, the 
disease has been known and described at different 
periods by the writers of different nations’”’. 

Pierre Bretonneau, who published his classic 
studies of the disease in 1826, invented the name 
diphtherite, derived from the Greek word for 
membrane. Bretonneau wrote with authority and 
distinction. His description of the clinical and 
pathological pictures is unsurpassed. He swept 
away the confusion which had reigned since Home 
and before, by stating authoritatively that croup 
was identical with angina maligna. 

He regularly practised tracheotomy in incipient 
suffocation in laryngeal diphtheria. In this con- 
nection, however, we must consider a sentence 
appearing in the Medical Research Council treatise, 
which states that he was “. .. the first successfully 
to perform...” tracheotomy “. .. in June, 1825, 
on the historic case of Elisabeth de Puysegur, who 
lived to become the Comtesse de Billy in 1849’: 
The Comtesse de Billy may indeed be an historic 
case, but it is impossible to think that the reason 
is because the first successful tracheotomy was 
performed on her aristocratic throat. The refer- 
ences to tracheotomy prior to this date are frequent 
and conclusive. To add just one more, we know 
that Pierre Joseph Desault (1738?-1795)* “. . . was 
an ardent defender of tracheotomy”!. That the 
operation was not uniformly successful is revealed 
by the fact that defence was necessary; but there 
must have been an appreciable number of suc- 
cesses or the procedure would not have been 
defensible. 

The few remarks about Bretonneau conclude our 
consideration of the period of clinical observation 
in the history of diphtheria. They also conclude 
the body of this paper. In the next few sentences 
I shall briefly enumerate the major discoveries 
which have followed, and which have proved the 
etiology and provided a specific treatment for 
diphtheria. 

In 1875 Klebs saw, in stained sections of diph- 
theritic membranes, both “micrococci” and fungi. 


*Desault’s demise was the direct result of the then more 


fashionable French surgery of the throat, guillotining. 


He claimed there were two types of diphtheria, 
one fungous and one bacillary in etiology. How- 
ever, in 1884 Loeffler identified bacilli as the 
causative organisms; he was able to prepare pure 
cultures of the bacilli, was able to infect laboratory 
animals, and suggested that the systemic mani- 
festations of the disease were due to a toxin, rather 
than to the bacteria themselves. There was much 
controversy over this latter point, but by 1892 
Welch'* could say: “It may be considered as 
established now that the toxic products and 
not the bacilli themselves invade the tissues in 
diphtheria.” 

Roux and Yersin also believed in Loeffler’s 
“poison,” and were the first to prepare diphtheria 
toxin and study its effects experimentally. Their 
work was published in three memoirs in 1888-90. 
On December 11, 1890, Behring, who was working 
in Koch’s Institute in Berlin with Kitasato, pub- 
lished a paper in Deutsche medicinische Wochen- 
schrift dealing with immunity against diphtheria. 
He “. . . demonstrated that the serum of animals 
immunized against attenuated diphtheria toxins 
can be used as a preventive or therapeutic inocu- 
lation against diphtheria in other animals, through 
a specific neutralization of the toxin of the disease 
(1890-93). After trying out the remedy in man, 
Behring began to produce it upon a grand scale 
(1894) and it soon became recognized as the spe- 
cific treatment for diphtheria”?. The first cure 
by antitoxin known in America was in October, 
1894, when a child by the name of Cohen was 
saved?°, 

We accept antitoxin in the treatment of diph- 
theria as a matter of course. But think what it 
must have meant to the practitioners of 1894—and 
their patients! For contrast, here is an account of 
the treatment of a case of diphtheria, written by 
an experienced American clinician in 1876: 

“The treatment . . . consisted in half-grain doses 
of carbolic acid every half-hour, in the administra- 
tion of chlorate of potassa and chloride of iron at 
similar intervals, in disinfectant injections into the 
nostrils, in half-hourly intervals, of a weak solution 
of carbolic acid (1:50-100) and a spray of a solution 
of lactic acid (1:24) directed through a canula into 
the trachea and bronchi, every 5 or 10 minutes”’. 

And finally, we will close this survey by 
mentioning B. Schick’s discovery, in 1910-11, of a 
reaction for finding out if there is a significant 
amount of diphtheria antitoxin in the blood. 

So, in these few pages, we have followed the 
thread of history from the days of Aretaeus and 
Asclepiades, through the vacuum of the Dark Ages, 
past the gropings of the 17th and 18th centuries 
to the basic, brilliant work of the 19th century 
experimentalists and thence to our own time. And 
once again it has been pointed out to us how 
complete is our debt to the past — which we know 
to be true not just concerning diphtheria, nor just 
medicine, but of all things. 


LOW BACK PAIN? 
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Dr. E. S. Moorhead and Social Medicine 
Ross Mitchell, M.D. 


Manitoba residents, especially those who live 
in Greater Winnipeg, are so accustomed to the 
Manitoba Hospital Service Association and Mani- 
toba Medical Service that they are apt to forget 
that they are comparatively recent organizations 
and that a Winnipeg doctor who died on the 22nd 
of December 1957 played a large part in bringing 
them into being. 

Before the first World War medical practice 
and hospital care were relatively simple and un- 
complicated. For by far the most part a two party 
system prevailed, patient and doctor, or patient 
and hospital with only occasionally the intrusion of 
a third party, such as the railway companies, who 
had their own medical staff. People, especially 
those in the middle class, went to a hospital only 
for operations or because of serious illness. Gov- 
ernment, on any level, played a very small part 
in those distant days. 

The war caused many people to accept medical 
and hospitea! care from the Federal Government. 
The depression years of the thirties made it im- 
possible for them to pay their bills and to stand 
financially on their own feet. For a time the 
medical profession was divided, the older phy- 
sicians dreading any change, the younger forced by 


necessity to seek a different way. The city of 
Winnipeg provided food, clothing and shelter for 
indigents. The Winnipeg Medical Society by 1932 
was seeking to convince governments that medical 
care was equally necessary and that it should be 
paid for. Many doctors took part in the fight for 
recognition of this claim, but none fought harder 
or more convincingly than E. S. Moorhead. 

From his Irish father Dr. Moorhead inherited 
not only his love for a good fight but also his social 
conscience, the concern for people as part of the 
community. For many years he was chairman of 
the Welfare Supervision Board. His interest in 
the side of insurance and his acquaintance with 
Hugh Wolfenden, consulting actuary and statis- 
tician of Toronto, led him to accept the prepayment 
hospital plan of Blue Cross and, when the Mani- 
toba Hospital Service Association was set up, he 
was the first secretary for four years. He served 
on delegations which met the Prime Minister, the 
Hon. R. B. Bennett, Premier John Bracken, Minister 
of Health, R. A. Hoey and aldermen of Winnipeg. 
It was established as a result of these meetings 
that the duty of providing medical care for indi- 
gents rested with municipalities and that the higher 
levels of government might come to the aid of the 
municipalities. 

An arrangement was entered into between the 
City of Winnipeg and the Winnipeg Medical Society 
by which doctors would provide medical care for 
indigents and be paid for it at half the minimum 
schedule of fees. In these negotiations Moorhead 
played the leading part. It is significant that he 
told an open meeting of the Winnipeg Medical 
profession that up to this time he had fought for 
the doctors but that from now on he would fight 
for the interests of the tax payers. The editor of 
the Manitoba Medical Review could write “from 
February 22, 1934, Unemployment Medical Relief 
had worked in a very satisfactory manner.” The 
improvised scheme did work remarkably well and 
during the years of its operation valuable informa- 
tion on the incidence of illness was obtained. 

The Winnipeg Firefighters Club was so 
interested in the cooperative prepayment plan for 
medical service that it sought Dr. Moorhead’s help 
to set it up. That help was gladly given and he 
aided in administering the plan. In a limited way 
it was a trial run for a much larger scheme. 

The Manitoba Medical Association set up a 
Sociology Committee of which Moorhead was 
chairman. Many meetings were held in the chair- 
man’s home and the recommendations of the com- 
mittee formed the framework for Manitoba Medical 
Service. For the first four years Moorhead was 
medical director and helped to establish the scheme 
even in the face of bitter opposition. 

Moorhead worked not for hope of reward or of 
personal glory but from a deep interest in the 
welfare of the community, especially its weak and 
underprivileged members. 
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Editorial 


——— lS a — 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Sulphonureas in Diabetes Mellitus 


Oral hypoglycemic agents are the subject of 


the leading article by J. A. L. Gilbert in this issue. ° 


Although referred to in the title as “insulin substi- 
tutes,” these substances are not, as the author him- 
self points out, true substitutes for the hormone, for 
neither in their chemical composition nor in their 
mode of action do they resemble the latter. The 
only characteristic they share with insulin is their 
ultimate hypoglycemic effect. 


Not the least interesting aspect of oral diabetic 
therapy is its historic background. The search for 
oral hypoglycemic agents has been going on for 
many years, long before the discovery of insulin. 
In the wake of the latter there followed numerous 
attempts to prepare an insulin protected from 
destruction in the gastro-intestinal tract—attempts 
which were doomed to failure. A search for clini- 
cally effective insulin-like oral preparations was 
likewise unsuccessful. The list of failures com- 
prises many substances, among them extracts of 
yeasts, bacteria, roots of plants — myrtillium, 
amellin, glucokinin, phascolon, hypoglycin, as 
well as synthetic compounds — steroids, amines, 
carbkamates, amidines, alcohols, ethers, quinones, 
carboxylic acids, heavy metals, vitamins, urea 
derivatives, sulphur compounds and many others. 
The list is long and impressive. It is still growing. 


Paradoxically, where diligent, intensive planned 
research has failed, chance observation began to 
show promise of success. Synthallin was acci- 
dentally discovered in 1926 to have hypoglycemic 
effects. Its toxic action on the liver and kidneys 
has, unfortunately, nullified its usefulness. Some 
antihistamines were found by chance in 1954 to 
have hypoglycemic activity. This, however, was 
too negligible to be therapeutically applicable. 

The most promising discovery in the field of 
oral diabetotherapy to date, that of sulphonureas, 
is also a discovery by chance. Sulphonamides 
were used in industry for many years. Domagk in 
1925 was the first to employ them as antibacterial 
agents, and it was as such that they were used by 
Janbon of Montpellier when in 1942 he treated 
patients during a typhoid epidemic with a sul- 
phonamide compound, p-amino-benzol-suiphona- 
mide-isopropyl-thiodiazole (IPTD). During the 
course of treatment some of the patients developed 
convulsions and a few died. Janbon rightly sur- 
mised that these untoward effects were due to 
hypoglycemia and reported his observations to the 
physiologist Loubatiéres who proceeded to investi- 
gate the effects of IPTD in a systematic manner. 


Loubatiéres’ studies led him to the conclusion that 
IPTD acts directly on the beta cells of the pan- 
creas, stimulating secretion of insulin. His work 
and his theory, however, went largely unnoticed 
until Holt revived interest in IPTD in 1953. Holt’s 
theory of its action was different from that of 
Loubatiéres. He thought that IPTD destroys the 
alpha cells of the pancreas with resulting inhibition 
of glucagon secretion and consequent hypogly- 
cemia. His hypothesis although unsupported by 
subsequent investigations, had caught the attention 
of some of his colleagues in Hamburg who were 
observing hypoglycemia in rabbits on whom they 
were testing some new sulphonamides for anti- 
bacterial potency. As a result of the aroused 
interest, these compounds were submitted for 
clinical trials. Carbutamide and subsequently 
tolbutamide then emerged as practical therapeutic 
agents. 

Accidental stumbling onto a major discovery 
while pursuing a totally unrelated line of research, 
a phenomenon often referred to as Serendipity, is 
not too unfamiliar to the student of the History of 
Medicine. Chance discovery and rediscovery of 
the hypoglycemic action of sulphonureas is but one 
of the triumphs of Serendipity over systematic 
search. 

The sulphonureas are effective in lowering 
blood sugar levels in the vast majority of diabetics. 
Yet, their field of usefulness is rather limited. 
Gilbert estimates that only about 15% of diabetic 
patients are candidates for oral diabetic therapy 
in its present form. The young labile diabetic can- 
not be controlled by the sulphonureas. Nor can 
any diabetic in acidosis. Thus, the major thera- 
peutic headaches are not alleviated by these 
agents. The obese, middle aged, stable diabetic, 
who is likely to be helped by the sulphonureas can, 
as often as not, be controlled by diet. In fact, the 
“tablets” may remove an important deterrent to 
gluttony. 

The importance of the sulphonureas lies not 
so much in their present usefulness, which, while 
not inconsiderable, is still somewhat restricted, as 
in their portent for the future. In referring to 
them as “signposts in the way to more potent and 
effective oral insulin substitutes” Professor Gilbert 
likens them to penicillin, the discovery of which in 
1943 paved the way for the development of all the 
antibiotic agents we now possess. The resemblance 
is the more remarkable in that not unlike the thera- 
peutic possibilities of the sulphonureas, those of 
penicillin were a result of a chance discovery. 
Subsequent developments, of course, followed the 
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conventional pathways of systematic research. It 
is to be hoped that the latter will be as fruitful in 
the field of oral diabetotherapy as it proved to be 
in the field of antibiosis. 

Ed. 





_——— 

Copyrig! 

“That’s Dr. Arnold Moore. He’s conducting an experiment 
to test the theory that most scientific discoveries were hit 
on by accident.” 


by Hoff, 
t 1957 The New Yorker Magazine, Inc. 


Book Reviews 
} a  § a fe 


Practical Electrocardiography. Henry J. L. Marriott, 
M.D. Second Edition. The Williams and Wilkins 
Company, Baltimore, 1957. 222 pp. Price $5.00. 
In the brief span of three years this small 

manual has enjoyed two reprintings and now a 
second edition. It owes this popularity to its basic 
simplicity. In the words of the author: “It is 
designed to be digestible for beginners, yet not 
without value to those who already have a nodding 
acquaintance with electrocardiography.” 

Although not a reference book, this manual is 
sufficiently comprehensive for those whose orienta- 
tion towards electrocardiography is clinical. Con- 
centrating on essentials rather than fundamentals, 
it strives to give the reader some “working” electro- 
physiologic concepts without wading too deeply 
into the “troubled sea of vectors, gradients, and 
axes.” 

Not the least attractive feature of this manual 
is the proximity of the illustrations to the descrip- 
tive text. For this alone the grateful reader will 
forgive the unavoidable imperfections and sins of 


omission. 
S. V. 


¢ 


Medicine and Pharmacy. An Informal History 
Ancient Jews and Arabs. Schering Corporation, 
Bloomfield, New Jersey. 

The third volume of the “Informal History” of 
Medicine and Pharmacy, devoted to Jewish and 
Arabian Medicine is as readable and pleasing to 
the eye as were the preceding two volumes, which 


dealt with the Medicine of Ancient Egypt, Greece 
and Rome. A surprising amount of information 
has been compressed into its thirty odd pages. 

Elegantly styled and beautifully illustrated, 
these vignettes of Medical History make stimulat- 
ing reading. Although no substitute for standard 
texts, they have the redeeming quality of delightful 
informality. 

The reader will look forward with pleasant 
anticipation to the next instalment of “Medicine 
and Pharmacy.” 

S. V. 


© 


Abstracts from the Literature 
eel el ee ee ee, 


Illness in Twins: II Duodenal Ulcer. Doig, R. K., 

M.J. Australia, 44: 617 (Oct.) 1957. 

There were 10 pairs of twins, of 116 pairs, in 
whom one or both members had a duodenal ulcer. 
Of two identical pairs, concordance (similar be- 
haviour in identical twins due to the predominance 
of genetic factors) occurred in one pair. Of three 
fraternal pairs of the same sex, concordance 
occurred in one. The interplay between person- 
ality and environment has to be considered. There 
is little doubt that psychological factors are im- 
portant in the understanding of why a person has 
a duodenal ulcer; but the delineation of the neces- 
sary and sufficient features of these factors is not 
possible at present. Since their origins may be in 
the earliest period of development, methods such 
as twin or family studies are unlikely to separate 
genetic and acquired factors in the etiology of 
duodenal ulcer. 

A. Rogers. 


+ 


Diploma in Industrial Health 


The School of Hygiene, University of Toronto 
has recently announced that a Diploma in Public 
Health shall no longer be required as a pre- 
requisite before taking the Diploma in Industrial 
Hygiene. Accordingly the School will accept 
registration from Practitioners interested in extend- 
ing their training in Industrial Medical matters. 
The course is of one year’s duration. Provided 
the diploma is obtained this D.I.H. course satisfies 
part of the requirement for the Certification or 
Fellowship programs of the Royal College of 
Physicians and Surgeons of Canada in approved 
medical specialties. A Physician training in In- 
ternal Medicine or Pediatrics or entering general 
practice could with advantage spend one of the 
training years in the D.P.H. or D.I.H. Course. 

Further information is available from Dr. A. 
J. Rhodes, Director, School of Hygiene, University 
of Toronto, Toronto 5, Ontario. 
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Income Tax 

The following letter was received from the 
General Secretary of The Canadian Medical As- 
sociation under date of March 4, 1958: 

The new Standard Deduction of $100.00 which 
is applicable to all taxpayers is in lieu of a separate 
claim for 

a) Association dues, union dues and like 

expenditures. 

b) Gifts to charitable organizations, and 

c) Medical expenses in excess of 3% of income. 

If a salaried doctor’s expenditures in all of the 
above categories do not exceed $100.00, it is to his 
advantage to claim the amount of $100.00. 

Where expenditures in these categories exceed 
$100.00, it may be worthwhile for the taxpayer to 
itemize his outlays and claim the actual expendi- 
ture. Under this circumstance, salaried doctors may 
claim actual outlays under b) and c) above but in 
respect of category a) may claim only “annual 
professional membership dues, the payment of 
which was to maintain a professional status recog- 
nized by statute.” 

I hope that this is clear to you and I would put 
it less formally by saying that salaried doctors may 
use this standard deduction to pay membership 
fees in voluntary associations and their charitable 
contributions if the total does not exceed $100.00. 
Where this amount is exceeded, he may claim 
actual outlays for charity but only his annual 
medical licensing fee under association dues. 

While on the subject of income tax deductions, 
there is a further matter which may affect some 
doctors in their 1957 returns. On the basis of an 
Exchequer Court decision, social club dues incurred 
“for business purposes” may be deducted by phy- 
sicians whose income is derived from professional 
fees. It is arguable whether doctors join clubs for 
business purposes and I gather that an amendment 
to the Act may plug this loophole in the near 
future. Nevertheless, the following information on 
this subject comes from the Department of National 
Revenue: 

“For 1957, where a medical practitioner who is 
practising his profession alone or in partnership 
belongs to a social club for business reasons, ordi- 
narily he may deduct his club dues as a business 
expense. No deduction of this nature will be 
allowed, however, to the doctor whose income is 
from an office or employment. 

“The term ‘club dues’ means annual or monthly 
membership dues or fees. It does not include the 
cost of a share of a club’s capital stock (which is 
a capital outlay not subject to capital cost allow- 
ance) nor does it include charges for living accom- 
modation, fees for the introduction of guests, food 
and drink and the like.” 


—=a 
Reported by M. T. Macfarland, M.D. 


North of 53 District Medical Society 

A meeting of the North of 53 District Medical 
Society was held at Flin Flon on Thursday and 
Friday, March 6th and 7th. 

Following luncheon at the Royal Hotel, the 
visitors were guests of the Hudson Bay Mining and 
Smelting Company on a tour of the surface plant 
conducted by Mr. H. McIntosh. 

A reception at the home of Doctor and Mrs. P. 
Johnson preceded dinner for medical members at 
Bob’s Dining Room, while the ladies were enter- 
tained at dinner in the Dining Room of the Royal 
Hotel. 

Present for the first scientific program which 
was held in the Board Room of the Flin Flon Clinic 
Building, were Doctor G. N. Willson, President, P. 
G. Premachuk, Secretary, and Doctors E. P. C. 
Benson, A. Marrack, H. L. McNicol, M. Shnider, A. 
H. Smithen, N. S. Stephansson and H. K. Stinson 
of Flin Flon; Doctors S. L. Carey, Chornomoretz and 
J. Leicester of The Pas; Doctors R. M. Cherniack, 
H. B. Chown, T. W. Fyles, D. L. Kippen, M. T. 
Macfarland and C. B. Schoemperlen of Winnipeg. 

Speakers were Doctor H. Bruce Chown on the 
subject “Erythroblastosis,” and Doctor Duncan L. 
Kippen on “Observations of a Duodenal Ulcer 
Survey.” 

Members were interested to have interval 
reports of the hockey playoff game between Flin 
Flon Bombers and Prince Albert which ended in 
a two-all tie, but resulted in a series win for Flin 
Flon. 

Following the scientific session Doctor and Mrs. 
G. N. Willson entertained members and wives. 

Friday, March 7th. The scientific program was 
reconvened in the Board Room of the Flin Flon 
Clinic Building when the speakers were Doctor 
Reuben H. Cherniack on “Management of Chronic 
Pulmonary Disease,” and Doctor T. William Fyles 
on “Drug Reactions.” 

Doctors C. B. Schoemperlen, President, and M. 
T. Macfarland, Executive Director of the M.M.A.., 
spoke briefly on recent activities of committees, 
officers and Executive Committee. 

At the Business Session which followed, the 
following officers were named for the year 1958-59: 
President, Doctor J. Leicester, The Pas; Secretary, 
Doctor S. L. Carey, The Pas. It was agreed that 
appointment of a Representative to the Executive 
Committee be deferred until the President had 
contacted Dr. A. L. Jacobs, The Pas. 

A delicious luncheon was served by the staff 
of the Flin Flon General Hospital under the watch- 
ful eye of the Sister Superior. A hearty vote of 
thanks was moved by Doctor Glen Willson. 
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Brandon and District Medical Society 

A meeting was held at the Brandon General 
Hospital on February 15th. The meeting followed 
the usual Saturday ward rounds and luncheon 
provided by the hospital staff. About thirty-five 
members attended. 

Dr. R. F. M. Myers, Brandon, was confirmed as 
Representative to the M.M.A. Executive Committee. 
It was further decided that appointment for the 
year 1958-59 should be made at the May meeting 
and that his duties should start in November to 
coincide with the changes in office of the Executive 
Committee. 

A letter from M.M.A. inquired concerning the 
local committee previously appointed to assist 
Manitoba Hospital Service Association (Blue Cross). 
The Committee decides on borderline claims sub- 
mitted to M.H.S.A. and referred by that body for 
opinion. Members of the Committee are Drs. J. 
E. Hudson, R. P. Cromarty, and H. S. Evans and 
they are prepared to deal with such matters as 
may be referred to the Committee. 

The meeting discussed the fact that patients 
referred by several members to the Radiotherapy 
Department of the Winnipeg General Hospital had 
been charged consultation fee by the radiotherapist. 
Prior to one year ago no charge had been made 
to rural patients. Inquiry was to be made to 
ascertain if a new policy was in effect. (Available 
information indicates that if the patient is referred 
to the Radiotherapy Department of the Cancer 
Foundation no charge is made to patients from 
outside the Winnipeg area, but if the patient is 
referred to Dr. R. J. Walton, a consultation charge 
may be made). 

Guests at the meeting were Drs. C. B. 
Schoemperlen, President of Manitoba Medical As- 
sociation and Dr. G. M. Black, Portage la Prairie. 
Dr. Schoemperlen discussed various points which 
had arisen in the M.M.A. negotiations with W.C.B., 
M.M.S. and M.H.S.A. 

The next meeting will be in May. 


Northern District Medical Society 


A meeting was held at Dauphin on Saturday, 
March Ist, 1958. 

In attendance were: Drs. F. J. Burgess, 
President; M. Potoski, Secretary; M. K. Brandt, 
R. E. Dicks, J. E. A. Paterson, L. J. Stephen, B. 
E. Symchych, C. G. Wright of Dauphin, O. Hierz 
of Benito; J. L. Honig, L. V. Jonat, T. F. Malcolm 
of Swan River; T. Kinash of Gilbert Plains; F. W. 
DuVal, L. G. Israels, M. T. Macfarland and C. B. 
Schoemperlen of Winnipeg. 

The morning program was the presentation and 
discussion of clinical cases which was held in the 
nurses’ sitting room, Dauphin General Hospital, all 
members participating. Luncheon was served at 
the Boulevard Hotel. 

A business and scientific session was held during 
the afternoon in the conference room of the Health 


Unit. Dr. Lionel Israels, Director Blood Trans- 
fusion Service, Red Cross, discussed the use and 
abuse of blood transfusion. 

Dr. Fred DuVal discussed various abdominal 
surgical emergencies in infants, neatly illustrated 
by slides. 

Dr. C. B. Schoemperlen, President, and M. T. 
Macfarland, Executive Director, brought greetings 
from Manitoba Medical Association and discussed 
recent activity of the Executive Committee. 

Dinner for members and wives was provided 
through the courtesy of the Administrator, Mr. 
Schmiedl and staff in the Hospital dining room. 
Entertainment was provided for the ladies. 


Winnipeg Medical Society 


The February meeting of the Winnipeg Medical 
Society was conducted by the General Practitioners 
Association with Dr. Donald Hastings in the chair. 
The first two presentations were given by Dr. 
William Neal and Dr. Clive Wightman. Both cases 
were of meningitis: one a baby 6 months old with 
H. Influenzal meningitis, and the other a man of 
51 with meningococcal meningitis. In both cases 
the histories simulated other diseases and differen- 
tial diagnosis was difficult. The case histories 
were first presented without diagnosis, then Dr. 
Sandy Campbell dicussed the differential diagnosis 
of the infant and Dr. G. Kristjansson discussed 
the other. The case of the man with meningococ- 
cal meningitis closely simulated a subarachnoid 
hemorrhage. 

Dr. A. A. Keenberg then presented a case of 
pseudomyxoma peritonei in an older woman which 
required yearly laparotomy to remove the accumu- 
lation of pseudomucinous jelly from the abdominal 
cavity. This woman’s granddaughter developed a 
malignant teratoma in one ovary at the age of 
14 years. Subsequent investigation of the tumor 
resulted in a total hysterectomy and removal of the 
remaining ovary which, at the time of laparotomy, 
had become enlarged and cystic. Discussion of 
this case with differential diagnosis of the original 
problem was given by Dr. K. Borthwick-Leslie. 

The final presentation was a discussion by Dr. 
Pat Doyle of St. Anne, Manitoba and Dr. John 
Dugan of Charleswood on the role of the general 
practitioner at the scene of car accidents in the 
country. Dr. Doyle gave five rules that he follows 
in his management of these accidents: 

1. Evaluation and determination of the extent 
of injuries, the comfort and the safety of the 
injured. Under this rule he pointed out how im- 
portant it was to find out the number of victims 
in the accident. Many times with accidents at 
night the victims may be thrown clear, buried 
under wreckage, etc. and not discovered. Those 
with head injuries should get the primary manage- 
ment at the scene followed by chest injuries, then 
limb, pelvic and abdominal in that order. 
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Recent studies indicate actual milk 
allergy is not frequent. Belief is 
growing that infants are being too 
quickly deprived of milk, when the 
cause of allergy is not milk. 


Even in the small percentage 
of milk allergies, a recent study* 
shows that more than % of such in- 
fants react only to the whey protein. 
Only a few casein-sensitive babies 
do not tolerate evaporated milk, in 
which whey protein is made non- 


allergic by heat processing. 












In the rare case when allergy is 
narrowed to milk, trial on evap- 
orated milk often shows the baby 
reacts only to unmodified whey pro- 
tein, and need not be deprived of 
irreplaceable milk values. 


*Ratner, Bret; Crawford, L. V.; and Flynn, J. G.: 
Amer. J. Dis. Child., 91:593, 1956 
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2. Transfer to hospital as quickly as possible. 
He feels that waiting for ambulance to come some 
distances does not present any advantage and that 
with careful handling of the patients, they can 
easily be transported in cars or station wagons. He 
also pointed out that in severe injuries it is far 
better to remove the patient immediately to the 
major city hospitals rather than the small country 
hospital, even though the time of transportation is 
greater. He felt that time would be used up in 
the small country hospital waiting for attention 
from the limited assistance that they have there. 

3. Get the particulars of the accident from those 
involved. 

4. Report the accident. Dr. Doyle pointed out 
that in many cases the doctors are called before 
the police and that no proper reporting had been 
made. 

5. Maintain the dignity of the profession at all 
times at the scene of the accident. Dr. Doyle 
stressed the fact that the doctor usually has to 
take complete charge of the whole accident as most 
eye-witnesses are reluctant to do anything until 
directed by someone in authority. 

Dr. Dugan stressed the importance of early 
evacuation and deplored the tendency “to leave 
them where they lie,” when exposed to the ele- 
ments. Patients are more likely to freeze to death 
from such exposure than suffer further injury from 
early evacuation. He cited one case of a man 
having frozen to death in a ditch because no one 
would touch him, including the police, as they 
were afraid that he had broken his back. Dr. 
Dugan stated that it was his impression that emer- 
gency morphine given to head and chest injuries 
at the scene of the accident was not likely to cause 
any aggravation of the injuries and that in most 
cases it would be of great benefit. 

There was active participation by the members 
of the audience in all the four presentations. 

The members of the panel and the chairman are 
to be heartily congratulated on the excellence of 
the presentations. 

© 


Winnipeg Medical Society 
Report of Nominating Committee 
For Officers 1958 - 1959 


Report of Nominating Committee for Officers 
1958-59. 

The following report was presented to the 
Council and accepted by that body on February 
17th. At that time all candidates had agreed to 
have their names placed on the ballot. The 
Nominating Committee is pleased to present the 
following report. 

President: 

Dr. J. L. Downey, Winnipeg. 

Vice-President: 

Dr. D. Parkinson, Winnipeg. 
Dr. C. H. A. Walton, Winnipeg. 


Secretary: 
Dr. D. M. Bruser, Winnipeg. 
Dr. M. J. Ranosky, Winnipeg. 
Treasurer: 
Dr. R. L. Cooke; Winnipeg. 
Dr. J. T. MacDougall, Winnipeg. 
Trustees: 1-year term—to complete term of 
Dr. J. L. Downey, Winnipeg. 
Dr. J. A. Swan, Winnipeg. 
Dr. J. M. Kilgour, Winnipeg. 
3-year term. 
Dr. S. S. Berger, Winnipeg. 
Dr. C. H. Murphy, Winnipeg. 
Life Membership: 
Dr. I. O. Fryer, Winnipeg. 
Dr. F. A. Macneil, Winnipeg. 
Dr. I. M. Thompson, Winnipeg. 
Dr. H. D. Kitchen, Winnipeg. 





Obituaries 
. ——— @ me ¢ 
Dr. Adam Fisher Menzies 

Dr. Adam Fisher Menzies, 70, died on March 8th 
and was buried in Morden where he had practised 
for thirty-seven years. Born in Listowel, Ont., he 
received his early education there but graduated 
in 1914 from Manitoba Medical College, winning 
the Chown prize for surgery. His war service 
lasted till 1919 and won for him the Military Cross 
and the War Cross from Czechoslovakia. In 1933 
he was president of the Manitoba Medical Associa- 
tion. He was made citizen of the year by Morden 
Kinsmen Club in 1948 and in 1956 the University 
of Manitoba conferred on him the LL.D. degree. 
He is survived by his widow and the children of 
his first marriage, two sons, one of whom is Dr. 
James C. Menzies of Morden, and two daughters. 
At the annual meeting of the Manitoba Division 
of the Canadian Medical Association he had been 
chosen to receive Senior Membership June next. 


¢ 


Dr. Hugh McGavin 


Dr. Hugh McGavin, 83, died at his home in 
Plum Coulee on March 8th. Born in Paisley, Ont., 
he came with his widowed mother to Manitoba, 
taught school, then graduated from Manitoba 
Medical College in 1902 and went to Plum Coulee. 
A few years ago the community held a Dr. Hugh 
McGavin day. Not only did he bring some 5,000 
babies into the world, but he was &also active in 
municipal and political affairs. He represented 
Morden Rhineland in the provincial legislature 
from 1926 to 1930. He is survived by his widow, 
a son and daughter, five grandchildren and two 
great - grandchildren. A brother, Dr. Andrew 
McGavin and a sister, Dr. Jessie McGavin, pre- 
deceased him. 
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MONILIAL OVERGROWTH IN 25 PATIENTS MONILIAL OVERGROWTH IN 25 PATIENTS 
ON TETRACYCLINE ALONE! ON TETRACYCLINE PLUS MYCOSTATIN: 
Before After 7 cays Before After 7 days 
therapy of therapy therapy of therapy 
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Mycostatin in Mysteclin-V prevents gastrointestinal monilial overgrowth, 
thereby minimizing the possibility of antibiotic induced monilial superinfection. 


























Supply complex, ome. to , soy Packaging 
fetracy: mg. 

Capsules Bottles of 
(per Capsule) 250 250,000 12 and 100 
Suspension 30 & 60 cc 

(per 5 ec) 125 125,000 hotties 

Pediatric Drops 10 cc. bottles 
per cc-20 drops 100 100,000 with dropper 





1. Childs, A. J: British M.J.1:660 (March) 1956. 


A Century of Experience builds Faith 


MYSTECLIN ond MYSCOSTATIN ore registered trodemorks of 
E.R. Squibb & Sons of Conoda, Limited 
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Social News 
ll alee 
Reported by K. Borthwick-Leslie. M.D. 


March has been a month of glorious weather; 
tragedy, hectic political campaign, State Hospi- 
talization, social activity and moderate “stork” 
activity: 

We say farewell to two famous old timers: Dr. 
Hugh McGavin, Plum Coulee and A. F. Menzies, 
Morden, both of whom will be sadly missed in 
Southern Manitoba, and remembered forever for 
their dedicated services to the Profession and Com- 
munity work. We extend our sympathy to their 
relatives and friends, but it is impossible to express 
to Dr. and Mrs. Novak the depth of feeling we 
have for them in the loss of Eugene, a young man 
on the threshold of life and brilliant career. Heroic, 
but fundamentally so needless. We salute the 
heroism. 


+ 


Dr. J. W. Kettlewell — well known for years in 
the Portage la Prairie district, leaves April 1st for 
Edmonton. He has accepted the post of Assistant 
Registrar of the College of Physicians and Surgeons 
of Alberta and Secretary of the Alberta Division, 
Canadian Medical Association. Best wishes for 
happiness—and no night calls in your new venture, 
Doctor. 


+ 


Dr. Harry Prosen, U. of M. faculty of Medicine 
has been awarded a $3000 grant by the American 
Fund of Psychiatry for advanced training in dyna- 
mic psychiatry and psychoanalysis at the University 
of Chicago. Dr. Prosen has done extensive research 
with manic depressive and psychopathic patients 
at the Children’s and General Hospitals, Winnipeg. 


¢ 


I love the vigorous terminology that “Doc” 
Thompson (Dr. Stenn Thompson) of Gimli used, 
in his denunciation of the thin edge of the wedge 
for State Medicine in the legislature last week. 
Quote: “It will be a sorry day, if the humanitarian 
services of the medical profession falls before the 
creeping materialism of this age—if the medical 
idealism is sucked into the jaws of this voracious, 
socialistic monster, this Frankenstein the people 
have created. The painfully proffered gifts of the 
government vs. the respect and gratitude of one’s 
patients.” 

Nice going, Dr. Thompson — refer to the reports 
from B.C. where the boys and girls are threatening 
to revolt against the present government set up. 


+ 


What a reception for Dr. Alexander Brunschwig, 
Professor of Clinical Surgery at Cornell University 
and Chief of the Gynaecological Department at the 
Memorial Hospital for Cancer, New York, while 
he was the guest of the University of Manitoba 
Medical School, on a two day speaking tour. The 
scientific meetings were excellent and the Tra- 
velogue most interesting, both to watch and hear 
—gives one a lot to think about as to our “cold 
war.” Prior to the public meeting, Dr. and Mrs. S. 
Peikoff entertained in honor of Dr. Brunschwig. 


That incomparable reputation of Mrs. Peikoff as 
a hostess remains undefeated. Maybe Sam helps 
—could be. I still think it’s rather a dirty trick 
to entertain with cocktails before the poor guy had 
to speak! 


+ 


St. Patrick’s Day was honored by the Manitoba 
Branch of the Federation of Medical Women of 
Canada in being chosen for their Annual Meeting 
and Farewell to the graduating girls—a bang-up 
dinner at the home of Dr. Emma Adamson proved 
that “us” women can still excel in the feminine 
social arts, even if busy professionally ... what 
food and hospitality ! ! 

Dr. Dorothy Jefferson on furlough from mission- 
ary work in India — gracefully brought greetings 
from her fellow workers and students. Corsages 
and token gifts were presented by Dr. Elinor Black 
to the two graduates, Drs. Sheila Portigal and 
Helju Siimo. 

Dr. Ruth Mathers, retiring President, ably con- 
ducted the Annual business procedures and proved 
an able referee in the yearly battle royal as to 
whether the Federation is to be or not to be, has a 
function or has no function. 

The Slate of officers for the next term: 


| iE et aa a Dr. Marie Storrie 

Vice President .................... Dr. Donna Randle 

I ot de Dr. Emma Adamson 

Treasurer ..... Dr. Aldis (Thorlakson) Wengel 
o 


Dr. and Mrs. Donald F. McIntyre announce the 
engagement of their daughter Marjory-Lynn to 
Mr. David F. Rich, son of Mr. and Mrs. O. S. Rich, 
Providence, R.I. The wedding will take place April 
12, 1958, in Philadelphia, Penn., U.S.A. 


+ 
Dr. and Mrs. David S. Robertson announce the 
arrival of their second daughter, March 18, 1958. 
a 
Dr. and Mrs. K. D. McKenzie (nee Catherine 


Grahame) announce the birth of Donald Stuart, 
February 28, 1958. 


¢ 


Dr. and Mrs. Robert Lawler (nee Nettie Ryan) 
welcome Susan Patricia at Ballard General Hospi- 
tal, Seattle, Wash., U.S.A. 


+ 


Dr. and Mrs. J. D. McMillan, Oak River, Man., 
announce the birth of a son at Hamiota Hospital, 
March 19, 1958. 


4 
Bad news for Norm Merkeley, Pat McGarry, 


et al, re pheasants and prairie chicken. .. Anyone 
care for frozen pheasant tails on toast? 
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Wanted: CHILDREN 





Today’s families are planned big 


ye earlier phase of the baby boom, 
characterized by its sharp rise in first 
and second births, is being sustained by 
the “unusually large numbers of children 
born in established families.”! Almost 
one-third of the 1956 babies were third 
or fourth children—a higher proportion 
“than for any year since before World 
War I.” Many of these children will have 
one, two or even more brothers or sisters, 
especially in upper-class families. 


Ideal method for family planners — 
When prudent young wives ask advice 
to help them space their children, they 
want to be sure the method recommended 
really provides protection. You can give 
them this assurance with the diaphragm- 
jelly technique, the preferred method for 
women of high parity. Adopted by par- 
enthood clinics “‘as possessing the least 
degree of fallibility,’? this dependable 
method reduces “the likelihood of con- 
ception by at least 98 per cent.’”’3 


Comfort and security—RAMSES* Dia- 
phragm and Jelly offer comfort for the 
patient as well as the peace of mind that 
comes with the use of a reliable tech- 
nique. The smooth, cushioned rim of the 
RAMSES Diaphragm prevents irritation. 
Its flexibility in all planes permits com- 





plete freedom of movement. RAMSES 
Jelly,t a “10-hour” jelly because it oc- 
cludes for that long, quickly immobilizes 
sperm and is safe for continued use. 
Wives who want their families when they 
want them are confident that you have 
given sound advice when you tell them 
that for more than 30 years physicians 
have relied on RAMSES protection in 
family planning. 
In prescribing a diaphragm 
— Specify the attractive, 
complete unit-RAMSES 
“‘TUK-A-WAY’’* 
Kit #701 with 
diaphragm, intro- 
ducer, and 3 oz. tube 
of jelly in a washable, 
zippered bag. Diaphragm in sizes from 
50 to 95 mm. Additional jelly, in 3 and 
5 oz. tubes, at all pharmacies. 


References: 1. Statist. Bull. Metrop. Life Insur. 
Co. 38:6 (March) 1957. 2. Novak, E., and 
Novak, E. R.: Textbook of Gynecology, Balti- 
more, The Williams & Wilkins Co., 1956. 3. 
Tietze, C.: Proc. 3rd Internat. Conf., Planned 
Parenthood, 1953. 


JULIUS SCHMID (Canada) Ltd. 
32 Bermondsey Road, Toronto 16, Canada 








tActive agent, dodecaethyleneglycol monolaurate 5%, in 
a base of long-lasting barrier effectiveness. 


*Trade-marks 
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Report on 
The New York Orthopaedic Meeting 
E. S. James, M.D. 
pee ee 


The American Society for Surgery of the Hand 
and The American Academy of Orthopaedic Sur- 
geons held their Annual Meetings at the Waldorf- 
Astoria Hotel in New York from January 31st to 
February 6th. These are huge meetings with an 
enrolment at the latter of 3,900. The programs 
consist of instructional courses, lectures, audio- 
visual presentations (films) and clinical, scientific 
and commercial exhibits. The latter gives one an 
opportunity to see the many new instruments and 
mechanical developments and recent publications. 
One sometimes wonders how we manage to get 
along with so little. 

Many points of interest arise out of several 
papers which were both clinical and research 
projects. 

Wound healing consists of two processes; one a 
connective tissue change in the deep part of the 
wound and,two, an immediate downgrowing of the 
skin at the wound margins. This downgrowing is 
limited by the deep connective tissue change, and 
the epithelium that develops in the deeper areas 
is subsequently removed to a more superficial 
level. It is pointed out that epithelium grows 
along the skin sutures to the deeper part of the 
wound; hence an intracutaneous or subcuticular 
stitch will produce a nicer looking incision. The 
rate of wound healing is accelerated by trauma to 
the area a few days before the incision and, if a 
wound needs to be reopened, it heals more readily, 
which is contrary to what one would think from 
the appearance of the tissues. Starved young 
animals heal poorly.- Lack of Vitamin C allows 
poor healing because of a depressed production of 
collagen. Adrenalectomized animals heal their 
wounds readily and patients receiving large 
doses or cortisone heal poorly and slowly. It was 
demonstrated that wounds heal by the formation 
of scar and by contracture with little scar forma- 
tion. An example given was that the defect from 
a carbuncle often heals by contracture forming a 
small pliable scar. 

Grafts, and for the most part these remarks 
would apply to bone, skin, tendon and cartilage. 
Dogs may be used as banks for human grafts. 
These grafts embedded in a dog’s subcutaneous 
tissue may remain for long periods and are satis- 
factory to use in the human. Autogenous grafts 
(fresh) are the only grafts that are not wholly 
absorbed and replaced, and it seems generally 
accepted now that these are the best grafts. Homo- 
genous grafts (from same species) and heterogenous 
grafts are absorbed and replaced and act as a 
temporary skeleton. Research studies prove that 


a sutured or transplanted tendon should not be 
ensheathed by an inert material like cellophane, 
as this prevents nourishment of the tendon which 
must then slough. Transplanted tendons are, 
within a very short time, invaded by blood vessels 
which nourish them. This does not occur in grafts 
that have been frozen for a long time and in which 
all metabolism has ceased. 


A very large tissue bank is in operation in the 
United States, from which many centres all over 
the country are rapidly supplied by air. Skin, 
fascia, bones, cartilage and arteries are taken from 
fresh autopsy specimens and not under aseptic 
conditions. The tissue is cut into desirable sizes or 
shapes and put into containers which are then 
frozen to 100° below zero, and next the tissue is 
dried by completely pumping all moisture and air 
out of the chamber. This makes it impossible for 
any organisms to survive. The tissue may then 
be stored at room temperature until used. Such 
skin for instance is used to cover burns temporarily, 
preventing fluid loss, but, of course, it always 
separates off. 

In one research project operations were carried 
out on two hundred and seventy rats, by turning 
up a flap of their abdominal wall and suturing two 
animals together so that their abdominal cavities 
communicated (Siamese twins). In over 60% of 
these unions one animal would die due to non- 
compatibility of tissues. The mortality rate was 
decreased by using animals of the same litter. 
An improvement occurred when one animal was 
strongly radiated to knock out the spleen and 
haemopoetic tissues so that no antibiotics could 
be produced. After long periods of apparent com- 
patibility the animals were separated in such a 
way as using the flap of number one animal to 
close the abdomen of number two, and vice-versa. 
In every case, the flap sloughed. It was felt that 
this proved that only autografts and not homo- 
grafts would persist on transplantation. 

Forty-three papers were presented on various 
orthopaedic subjects ranging from poliomyelitis to 
tumors of bone. An equal number of films on 
series of cases or demonstrating operative technique 
or methods of treatment would show the patients 
before and after, and in a course of a few minutes 
one may watch a patient’s progress over many 
years. Over one hundred instructional courses 
were available on various subjects and would last 
for one to three hours. Although no great dis- 
covery was presented, one sees and hears many 
small gems to increase his knowledge and stimulate 
his endeavours. 
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a broader therapeutic concept 
for migraine 
and other vascular 


headaches 


eraverseol 


50 mg. GRAVOL — 1 mg. ERGOTAMINE 100 mg. CAFFEINE 


Gravergol is a new and remarkably effective combination of Gravol, ergotamine, 
and caffeine. Administered at onset, it will arrest the attack dramatically in a 
high proportion of cases . . . even those intractable to ergot alone. 
Gravergol normalizes engorged cranial arteries, — overcomes nausea, vomiting, 
and vertigo — by direct action on the physiological factors involved. 


FRANK w HORNER LiMIiteono e MONTREAL CANADA 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


A. 









































DISEASES Jan2%to J. 
Feb. 22,58 Jan. 

Anterior Poliomyelitis .......................... 
CN oe nn itn 88 
Diphtheria 1 
Diarrhoea and Enteritis, under 1 year 25 
Diphtheria pe mc Ee 
Dysentery—Amoebic .........................--. a 
Dysentery—Bacillary .........................-- 2 
Erysipelas .......... bs oe 
} REE I ESE IE es 
ea a 50 
Infectious Hepatitis ............................-. 33 
Measles ..... 253 
Measles—German ................---2.------0--+++ 7 
Meningococcal Meningitis ................... pels 
pee as 45 
erperal | BEERS eae aes 
Scarlet Fever 9 
30 
Wee ee 20 
Gonorrhoea 113 
Syphilis ... 2 














FOUR-WEEK PERIOD JANUARY 26 to FEBRUARY 22, 1958 



























































DISEASES F 
2 42s : 
(White Cases Only) g a3 zi 
*Approximate population ‘ 4 2 E 
Ss 84 2°65 & 
e - . 
Anterior Poliomyelitis —.——______ as 1 1 1 
Chickenpox 88 5 1492 
Diarrhoea & Enteritis, under l yr... 25 13 Si 
Diphtheria Carriers ———— An : 
Diphtheria 1 = 1 ween 
Dysentery—Amoebie ———--..--_-_-_ - ao 
Dysentery—Bacillary ——— — 3 2 16 
Encephalitis Epidemic -._..______-/_ 2 2 LAS 
Erysipelas =~ with 4 eas 
Influenza 50 130 84 
Jaundice, Infectious _......._..._.. 33 80 65 8 
Measles 253 31 592 95 
German Measles 7 - 154 Ses 
Meningitis Meningococcal ....._._._.__ _-. 4 16 1 
Mumps 45 19 528 ‘ 
Puerperal Fever me mes vans aa 
Scarlet Fever 9 6 264 15 
EAS a eee 7 ani 32 
30 “ 89 a 
Ses 1 ‘ 
5 
da sae Cail 145 3 
Gonorrhoea 113 t 166 t 
Syphilis _. g t 24 t 


tThese figures were not given on their reports. 


1957 Total 
1to ‘Jan.27to Jan.lto | Jan.ito Jan.1to 

25,58 Feb. 23,57 Jan.26,57 Feb.22,°58 Feb. 23,'57 
2 ; 2 
45 132 89 133 221 
1 3 5 2 8 
12 19 aes 37 19 
jas 2 3 wae 5 
= ee ag mA 
1 1 1 1 
“5 3 Bs 55 3 
16 18 49 64 
yy 555 236 352 791 
3 23 4 10 32 
4 1 et 4 1 
34 91 37 79 128 
9 33 “4 16 36 
a 1 ee 1 
“ “ 
” 29 18 37 47 
=a 1 aes eae 1 
“1 35 12 21 47 
71 61 64 184 125 
5 11 15 


DEATHS FROM REPORTABLE DISEASES 
February, 1958 


Urban — Cancer, 56; Jaundice (infectious), 1; Meningitis 
(meningococcal), 1; Pneumonia, Lobar (490), 4; Pneu- 
monias (other forms), 12; Tuberculosis, 1; Typhoid Fever, 
1. Other deaths under 1 year, 19. Other deaths over 1 
year, 198. Stillbirths, 13. Total, 306. 


Rural—Cancer, 17; Diarrhoea and Enteritis, 2; Influenza, 2; 
Measles, 1; Meningitis (meningococcal), 1; Pneumonia, 
Lobar (490), 2; Pneumonias (other forms), 4; Tubercu- 
losis, 2, Other deaths under 1 year, 9. Other deaths over 
1 year, 134. Stillbirths, 14. Total, 188. 


Indians—Cancer, 1; Diarrhoea and Enteritis, 1; Pneumonias 
(other forms), 3. Other deaths under 1 year, 2. Other 
deaths over 1 year, 1. Totals, 8. 


¢ 


Gamma Globulin—As our surplus stock of this material has 
now been exhausted it has become necessary to cut 
down on the number of vials distributed. In order to do 
this we will have to delete measles contacts from our 
free list therefore no further globulin will be given out 
for these contacts as has been done in the past. Gamma 
Globulin will still be available for pregnant women in 
the first trimester who are contacts of German measles 
(Rubella) and for family contacts only of infectious 
hepatitis as well as for Hypog aglobulinamia 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 
address. 


Allen and Hanburys Co. Ltd. 
H. W. (Bert) Heaslip 


Ames Company of Canada, Ltd. 
W. H. Davis 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 
E. D. Lessor 


6-4596 


VE 2-4869 


Ayerst, McKenna and Harrison 
W. R. Card 
C. G. Savage 
Jack Ostrow .. 


Borden Company Ltd. 
Ken Hodges 
British Drug Houses 
Gerald Reider 
W. S. Langdon 


JU 9-6361 


SP 5-2061 


6-5341 


Calmic Limited 
Ken Harrison 


Carnation Company Ltd. 
D. G. (Don) Ramage 
H. A. (Hal) Hughes 
D. E. (Dan) Wright 


Ciba Company Ltd. 
Edward Stephany 
Leslie D. MacLean 

Connaught Laboratories 
po Se WH 2-2635 


Frosst, Chas. E. 
W. M. Lougheed 


W. J. McGurran 
E. R. Mitchell 


R. P. Roberts 
Horner, Frank W. Limited 
Jos. Lavitt 
Earl Ayre 
Frank Lowe 


Lederle Laboratories 
J. G. Jonasson 
W. C. Hall 
J. E. Smith 


VE 2-4120 


SP 2-5836 


ED 1-3515 


SP 2-9323 
CE 3-3240 


40-6164 
CE 3-5900 


JU 9-1691 


VE 2-5821 


SP 5-4862 


CH 7-4727 








Doctor Required 


Doctor wanted: as administrator of 18 
bed, well equipped hospital in South Eastern 
Manitoba and for community practice. As- 
sured salary. New residence, within easy 
distance of Winnipeg by all weather road. 
Apply: Ross Mitchell, M.D., 523 Medical Arts 
Building, Winnipeg 1, Manitoba. 

















McNeil Laboratories of Canada Limited 
B. M. Coutts 


Merck Sharp and Dohme (Canada) Ltd. 
a erence Sees SF: 4-5702 
Noel J. Pritchard 
E. J. Strimbicki 


JU 2-5920 


SP 4-0302 


Merrell Company, The Wm. S. 
Norman Haldane 
L. Raymond Scott 


VE 2-3909 
SP 4-8079 


Ortho Pharmaceutical Corp. 
Don MacDonald 


Pfizer Canada 
E. E. Conway 
W. R. Mitchell 
W. G. Johnston 
Blake Johns 


Poulenc Limited 
W. J. Plumpton 


Robins (Canada) Ltd., A. H. 
po se ee . LE 3-8386 
Fred Gallinger ED 41-3627 


Schering Corp. Ltd. 
Halsey Park 
John D. Nicholson 
Schmid (Canada) Ltd., Julius 
H. V. Walker 
Searle & Co., G. D. 
Harry Chambers LE 3-6558 
Smith, Kline and French Inter-American Corp. 
Boyd C. Affleck VE 2-1237 
Squibb & Son, E. R. 
J. H. Don MacArthur 


LE 3-4447 


LE 3-8664 | 


M. G. Waddell 


Warner-Chilcott Labs. 
A. L. (Andy) Argue 
John E. Lee 


Will, Chas. R. 
A. C. Payne 

Winthrop Laboratories 
4 ac eee .. Res. 40-6459 
A. E. Pauwels CE 3-2024 


Wyeth & Bro., John 
A. W. Cumming ................. : 
Stuart Holmes 


...... 40-5694 
JU 9-4273 








Internist Radiologist Ophthalmologist 
Required 

Wanted: Internist, Radiologist, Ophthal- 
mologist, by well established clinic in North 
Dakota. Excellent facilities. Early full 
partnership. Write Box 102, Manitoba Medi- 
cal Review, 601 Medical Arts Bldg., Winnipeg 
1, Man. 





























